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Introduction:
Healthcare quality reporting has increased in scope in recent years. With this emergence, there have
been many quick moving parts and evolving components that have come from the state and national
levels. The purpose of this literature review is to provide an overview of the various healthcare quality
reporting programs and provide an overview of the benefits and burdens associated with healthcare
quality reporting.
The paper is laid out into two unique sections. The first section, Background, highlights the ambulatory
healthcare quality programs including all current federal programs administered by the Center for
Medicare and Medicaid Services; all current programs administered by the State of Minnesota; the
federal, state and private insurance pay-for-performance programs, and other national and state
programs for which health care quality data is reported. This section provides an overview of the history
and purpose of these programs, as well as the participation requirements, incentives, and penalties
associated with each. This portion of the review contains information gathered from a wide variety of
sources including program websites, national and federal registries, program manuals, and other online
resources as outlined in the references .
The second section, Benefits and Burdens, outlines the benefits and burdens of the outlined program.
For the purpose of this project, the primary themes that emerged in reviewing the literature include
provider/professional group buy-in, patient/consumer outcome, payers, purchasers, government,
finance, administrative overhead, healthcare model/staffing, and technology. This section of
information was gathered from an extensive online search to source supplemental editorial, white
paper, professional resources, and governmental documents. Additionally, a literature search and
grouping was synthesized from the literature that met the inclusion criteria outlined below.
The following MESH terms were used in a structured combination for the burdens and benefits portion
of the literature review: Benchmarking, Forms and Records Control/Organization & Administration,
Hospital Information Systems, Quality Assurance, Health Care/organization & administration, Primary
Health Care/Standards, Quality of Health Care/Standards, Physician Incentive Plans, Quality of Health
Care, Primary Care, Efficiency, Organizational/Efficiency, Ambulatory Care/Ambulatory Care
Information Systems, Quality Indicators, Economics and Legislation/Jurisprudence, Surgicenters
Outpatient clinics, Hospital, Ambulatory Care, United States, Humans, and/or English. The several
hundred citations that were filed under these, and combination of these, terms were reviewed for
inclusion. Articles that were published on or after 2006 were used for primary source and other
supplemental sources were referenced as needed due to the rapidly changing nature of the literature
and healthcare quality reporting systems. Additionally, articles of key interest were backtracked to
original MESH term filing to ensure that the search field was robust and any articles of interest were
included for review. At the completion of review, the articles were streamlined to obtain key themes
and reduce redundancy, and 24 were included for the purposes of this document.
The overall approach to this review was to combine and synthesize unbiased and factual information
into one document highlighting the various programs as well as the burdens and benefits. The
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document was developed in such a way that the reader could use the review as a foundation for future
programming and various projects, as well as to highlight sources and areas that could be used for
supplemental additional work. All attempts were made to find complete information that provided
useful and up-to-date information in a synthesized and succinct fashion.
Background
Federal Reporting Programs
The Centers for Medicare and Medicaid (CMS) has several programs that play a role in the government’s
objectives to improve the quality of care provided, improve the health of individuals and populations,
and reduce the cost of health care. There are currently 4 main programs aimed at achieving these goals.
Under these programs, eligible healthcare professionals who submit claims to the Medicare Physician
Fee Schedule and/or through the Medicaid program can receive incentive payments and avoid financial
penalties for successfully reporting quality and functional measures.
Programs and Purpose






Physician Quality Reporting System (PQRS) and PQRS Group Reporting Option (GPRO): PQRS is a
CMS reporting program that uses a combination of incentive payments and payment reductions
applied to eligible professionals (EPs) Medicare Part B Physician Fee Schedule (PFS) to promote
reporting of quality information by EPs. The program pays incentive payments to EPs for
satisfactorily reporting data on specified quality measures or applies payment reductions to EPs
who do not satisfactorily report data. To be eligible for the incentive payments, individual EPs
or group practices participating in GPRO must either report 9 individual measures across 3
National Quality Strategy domains for at least 50% of eligible patients, or report on all measures
in at least one measures group for a sample of at least 20 unique patients.1, 2
Medicare and Medicaid Electronic Health Record (EHR) Incentive Programs and Meaningful Use:
The Medicare and Medicaid Electronic Health Record Incentive Programs were created to
provide incentive payments to eligible professionals (EPs), eligible hospitals (EHs), and critical
access hospitals (CAHs) as they adopt, implement, upgrade or demonstrate meaningful use of
certified EHR technology to improve quality, safety, efficiency, and reduce health disparities;
engage patients and family members; improve care coordination, and population and public
health; and maintain privacy and security of patient health information. To demonstrate
meaningful use of an electronic health record, EPs, EHs and CAHs must achieve specific
objectives over three stages. EPs objectives for stage 1 consist of 13 required (core) objectives
and 5 additional (menu) objectives from a list of 9, and objectives for stage 2 consist of 17
required objectives and 3 additional objectives from a list of 5. Additionally beginning in 2014,
EPs are required to report 9 clinical quality measures covering at least 3 National Quality
Strategy domains no matter what stage. Stage 3 objectives have not yet been established. 3, 4, 5, 6
Medicare Shared Savings Program - Accountable Care Organizations (ACO): The Medicare
Shared Savings Program was established to facilitate coordination and cooperation among
providers with the goal to improve the quality of care for Medicare Fee-for-Service beneficiaries
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and reduce unnecessary costs. Providers that form and participate in an Accountable Care
Organization can receive financial rewards if the ACO lowers the growth in health care costs
while meeting specified quality measure benchmarks based on 33 quality measures spanning 4
National Quality Strategy domains. 7,8
Physician Feedback/Value-Based Payment Modifier: This program provides comparative
performance information to physicians in an effort to improve the quality and efficiency of
medical care, and establishes a physician reimbursement system that rewards value rather than
volume by calculating and applying a value modifier to Medicare payments. The value modifier
is calculated based on quality and cost performance measures, and can result in upward,
downward, or neutral adjustments to Medicare payments. The quality performance measure
for this program is based on comparison to benchmarks calculated from data submitted to the
PQRS program. 9, 10

History
The PQRS was the first of the above programs to be established. The Centers for Medicare and
Medicaid Services (CMS) implemented the Physician Quality Reporting Initiative (now called Physician
Quality Reporting System (PQRS)) in 2007 as required by the 2006 Tax Relief and Health Care Act. This
initiative built on and replaced the 2006 Physician Voluntary Reporting Program which was the first step
toward a pay for performance system for physician services, and it established a financial incentive for
eligible professionals (EPs) to participate in a voluntary quality reporting program. 11, 12
In 2007 and 2008, two acts were passed that extended the PQRS program. The Medicare, Medicaid, and
SCHIP Extension Act of 2007 (MMSEA) authorized the continuation of the PQRS program for 2008 and
2009. The Medicare Improvement for Patients and Providers Act of 2008 (MIPPA) made the PQRS
program permanent and authorized incentive payments through 2010.12
In 2009, The American Recovery and Reinvestment Act of 2009 (Recovery Act) authorized the Centers
for Medicare & Medicaid Services (CMS) to award incentive payments to eligible professionals (EPs),
eligible hospitals (EHs) and critical access hospitals (CAHs) who demonstrate Meaningful Use (MU) of a
certified electronic health record (EHR) technology. In July 2010, CMS published the final rule for the
EHR Incentive Program which established 3 stages of the program, specified payment reductions under
Medicare for organizations failing to demonstrate meaningful use, and laid out the criteria for Stage 1 of
the program which began in 2011. In August 2012, CMS published the final rule for Stage 2. This rule
specified the criteria EPs, EHs, and CAHs must meet in order to continue to participate in the program.
The original MU timeline required Medicare EPs to meet the stage 2 criteria in 2013 but this
requirement was delayed until 2014. 13, 14, 15, 16
The Patient Protection and Affordable Care Act (ACA) enacted in 2010 made a number of changes to the
PQRS for 2010 and beyond; authorized the establishment of the Medicare Shared Savings Program and
Accountable Care Organizations; and mandated that CMS begin applying a Value-based Payment
Modifier under the Medicare Physician Fee Schedule. 12, 17, 18, 9
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The changes made to the PQRS as a result of the ACA included authorizing incentive payments through
2014, requiring a penalty beginning in 2015 for eligible professionals who do not satisfactorily report,
and adding an additional 0.5% incentive for EPs who successfully participate in and complete a qualified
Maintenance of Certification Program. 12
In November 2011, CMS finalized the rules and regulations for the Medicare Shared Savings Program.
The Shared Savings Program was established to encourage providers to create ACOs that agree to be
held accountable for improving the care of individuals, improving the health of populations, and
reducing the rate of growth in health care expenditures. 17, 18
The ACA expanded on a physician feedback reporting requirement initially established by MIPAA and
directed CMS to provide information to physicians and group practices about resources used and quality
of care provided. From this requirement, the Physician Quality and Resource Use Reports (QRUR)
program was developed. The ACA further mandated that by 2015 CMS begin applying a value modifier
to claims submitted under the Medicare Physician Fee Schedule and the Value-Based Payment Modifier
program was established using data from QRUR. 9
Participation Requirements
Each of the CMS Programs generally specifies and defines eligible professionals (or eligible hospitals in
some cases) as the first criteria to participate in a respective program. Each program has a little
different set of professionals included in the program but each program includes physicians in the
eligible list. Some programs also include nurse practitioners, physician assistants, and certified nurse
midwives; other practitioners such as clinical social workers, clinical psychologists and registered
dieticians; and therapists in the eligible list. The Medicare Shared Savings Program also requires the
eligible professionals to participate in an Accountable Care Organization (ACO). All programs except the
Medicaid EHR Incentive Program require that the EP must be submitting claims for patient services to
Medicare under the Medicare Physician Fee Schedule. 19, 20, 21, 9
The Medicaid EHR Incentive Program requires that the EP must have a minimum 30% Medicaid patient
volume (20% for pediatricians) or practice in a Federally Qualified Health Center with a 30% patient
volume attributable to needy individuals (receiving medical assistance, furnished uncompensated care,
or furnished services at no cost or reduced cost based on a sliding scale). EPs may be eligible for both
the Medicare and the Medicaid EHR Incentive Programs and in this case the EP can decide which
program to participate in. 20
Incentives and Penalties
PQRS: EPs who meet the criteria for a satisfactory submission of the quality measures will receive an
incentive payment equal to 0.5% of their Medicare Part B PFS allowed charges for covered services
during the reporting period. EPs who do not satisfactorily report quality measures during 2014 will be
subject to a 2% payment reduction to their Medicare PFS amount for services provided in 2016. 22

Healthcare Quality Reporting: Benefits and Burdens

6

Medicare EHR Incentive Program: Incentives - The incentive payment amount is equal to 75% of an EPs
PFS allowed charges for the calendar year subject to an annual limit. EPs could begin receiving incentive
payments under this program in any calendar year from 2011 to 2014, and may receive payments for up
to 5 years depending on the first year in which the EP first demonstrated meaningful use. Only EPs who
successfully demonstrated MU and received a payment in the first or second year of the program (2011
or 2012) are eligible to receive payments for the full 5 years. The maximum incentive amount is $44,000
paid over 5 consecutive years. Penalties - Payment adjustments begin in 2015 for providers who are
eligible but do not participate in the program and demonstrate MU prior to the 2015 calendar year. The
adjustment is a percentage reduction applied to the Medicare PFS amount for covered professional
services furnished by the eligible professional during the year. The adjustment percent is 1% in 2015,
2% in 2016, and 3% in 2017 and each subsequent year. 23
Medicaid EHR Incentive Program: Incentives – EPs may receive incentive payments for up to 6 years.
The last year to begin participating is 2016, and the last year to receive payments is 2021. EPs who
successfully qualify for an incentive payment can receive $21,250 in the first year of participation and
$8,500 in each subsequent year of participation. The maximum incentive amount is $63,750. Penalties
– Medicaid EPs who are not also eligible to participate in the Medicare EHR Incentive Program are not
subject to any penalties. However, Medicaid EPs who meet the eligibility requirements for the Medicare
EHR Incentive Program are subject to the payment adjustments described in the Medicare EHR Incentive
Program section above. 24
Medicare Shared Savings Program: In an initial agreement to participate in the Medicare Shared Savings
Program (which is voluntary), an ACO can choose to participate in shared savings only (one-sided track)
or to participate in shared savings and losses with an opportunity for a higher share of savings (twosided track). ACOs receive a shared savings payment if the ACO meets the quality standards and has
generated shareable savings as determined by the program regulations. 25
Under the regulations, CMS uses a 3 step approach to determine if the ACO is eligible for a savings
payment and to determine the amount of the payment. The first step establishes an expenditure
benchmark. The second step calculates a savings rate and from that determines if there are shareable
savings (a savings rate that exceeds a Minimum Savings Rate of 2 percent to 3.9 percent depending on
the track chosen and the size of the ACO’s population). The third step determines the amount of the
payment by applying a shared savings rate (up to 50% for the one-sided track and 60% for the two-sided
track), based on the ACO’s quality performance, to the overall savings. The payment amount is limited
to 10 percent or 15 percent of the ACO’s benchmark expenditures depending on the track. 25
Value-based Payment Modifier: Under this program, a value modifier is calculated based on cost and
quality performance measures that can result in a positive, neutral, or negative payment adjustment to
claims under Medicare PFS. EPs in group practices of 100 or more will be subject to a value modifier
(VM) in 2015 based on performance in 2013. Groups who participated in and met the minimum
requirements for PQRS in 2013 will automatically have a neutral (0%) VM in 2015. These groups can
optionally have their VM calculated based on quality tiering that evaluates costs and quality data as
described below. EPs in group practices of 10 or more will be subject to the VM in 2016 based on
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performance in 2014. Groups in this category who participate in and meet the minimum requirements
for PQRS in 2014 will have their VM calculated based on quality tiering where their costs and quality are
both classified as low, average, or high. The VM can range from a -2% for groups with low quality and
high cost ratings to a +2% adjustment for groups with low cost and high quality ratings. Groups of
between 10-99 EPS are eligible for the positive payment adjustments but not subject to downward
adjustments in 2016. Finally, groups of 10 or more who do not participate in PQRS will automatically
receive a -2% payment adjustment. 10
Minnesota State Health Care Reform Quality Improvement Programs
In 2008, Minnesota passed a state health reform law with the goals of providing better health care,
lowering costs, and improving the health of communities. This law resulted in several initiatives aimed
at achieving these goals including the Minnesota Statewide Quality Reporting and Measurement
System, the Minnesota Quality Incentive Payment System, and the Health Care Homes initiative.
Programs and Purpose
Minnesota Statewide Quality Reporting and Measurement System and Minnesota Quality Incentive
Payment System
The Minnesota Statewide Quality Reporting and Measurement System (SQRMS) and Minnesota Quality
Incentive Payment System (QIPS) are programs designed to create a more coordinated approach to
measuring, reporting and paying for health care quality; to produce consistent incentives for health care
providers to improve quality in specific priority areas; and to provide more useful and understandable
information to Minnesota health care consumers.
SQRMS is a program under which data about a standardized set of quality measures is collected,
reported, and used to assess the quality of health care services provided by health care providers. The
overall goal of the program is to provide a uniform approach to quality measurement in order to
enhance market transparency. Physician clinics, ambulatory surgical centers, and hospitals are required
to annually submit data on a set of quality measures which is collected and publicly reported by
Minnesota Department of Health. 26, 27
QIPS is a program under which quality-based incentive payments are made to providers based on
performance and improvement over time. The purpose of QIPS is to identify priority areas for
improvement from the payer community, with the goals of aligning and leveraging provider payment
incentives, and to accelerate improvement in key areas. QIPS includes quality measures for both
physician clinics and hospitals that focus on conditions and processes of care that have been identified
as priority areas by the community. The 2014 quality measures for physicians are optimal diabetes care,
optimal vascular care, and depression remission at six months. 28
Health Care Homes
A health care home, also known nationally as medical homes, is an approach to health care in which
primary care providers, families, and patients work in partnership to improve health outcomes and
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quality of life for individuals with chronic health conditions and disabilities. The Health Care Homes
initiative in Minnesota is a joint effort between the Minnesota Department of Health and Department of
Health and Human Services. It is an important component of Minnesota’s 2008 health reform law and
has the goals to put patients and families at the center of their care, and provide the right care at the
right time and in the right place. Through this program, primary care providers can receive payment for
partnering with patients and families to coordinate care. 29
History
Minnesota’s 2008 Health Reform Law required the State to 1) establish a standard set of quality
measures for health care providers across the state and 2) establish a system of quality incentive
payments under which providers are eligible for payments based on performance against specified
quality targets, and improvement over time. To comply with the first requirement, The Minnesota
Statewide Quality Reporting and Measurement System (SQRMS) was developed and the rules governing
the system were established in December 2009. Data collection for the program began in January 2010
and the first report was released in November 2010. To comply with the second requirement, The
Minnesota Quality Incentive Payment System (QIPS), envisioned as a uniform pay-for-performance
system, was released in January 2010. The measures in these programs are reviewed with input from
partners in the community and may be changed annually. 26, 27, 28
The health reform law in 2008 also included provisions to expand on medical home legislation first
passed in 2007 which developed the Primary Care Coordination program for Medicaid fee-for service
patients with complex illness. The 2008 law added provisions to include the development of outcome
measurements, standards and criteria for certification, and a payment methodology and from this, the
Health Care Homes initiative was developed. The law allowed clinics and clinicians to become certified
as health care homes and patients to voluntarily enroll, and required publicly funded and private fully
insured health care plans to pay a care coordination fee for eligible patients in certified health care
homes. 29, 30
Participation Requirements
All physician clinics, ambulatory surgical centers, and hospitals in Minnesota are required to submit
quality data annually to SQRMS. 31
Currently only the State Employee Group Insurance Program and all state health care programs are
required to use and report to QIPS. Other health plans are encouraged to participate or model their
programs after QIPS. 28
To be eligible for the health care home (HCH) program, a provider must be a physician, physician
assistant or nurse practitioner and offer or coordinate a full range of primary care services. To
participate, the provider or the clinic in which the provider works must obtain HCH certification by
meeting the certification standards which consist of measureable criteria within five major categories:
patient access and communication, patient tracking and registry functions, care coordination, care
plans, and performance reporting and quality improvement. 29
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Incentives and Penalties
Minnesota Statewide Quality and Reporting Measurement System
While there is not a direct monetary incentive for participation nor penalty for non-participation in this
program, data collected through this program is publicly reported and can be used to rate the
performance of the health care organization. Additionally, to be eligible for numerous pay for
performance programs offered by health plans in Minnesota, physician clinics must submit data to this
program. 31
Minnesota Quality Incentive Payment System
The only public information available about the incentives available through this program is simply that
quality-based incentive payments are paid to providers based on absolute performance (comparison
against specified targets) and improvement over time. 28 There is no information about the amount of
these incentives and about how the incentives are calculated.
Health Care Homes (HCH)
Participation in the health care homes program is voluntary and there is currently no penalty for nonparticipation. HCH certified providers or clinics are eligible to receive monthly care coordination
payments per each patient enrolled and based on the complexity of the patient. 29
Pay for Performance Programs
Bridges to Excellence
Bridges to Excellence (BTE) is a national program designed to recognize and reward clinicians who apply
for and meet defined performance benchmarks focused around chronic conditions such as asthma,
cardiac care, diabetes, and more. Eligibility for recognition depends on how many patients the clinician
treats for a condition. Incentives are offered and paid through health plans and accessible to a clinician
if the health plans they contract with utilize the BTE programs to identify eligible clinicians. If
recognized, a clinician may be eligible to earn a fixed annual bonus payment for each member patient of
the participating health plan, as well as receive preferred network tiering or fee schedule increases. 32
Minnesota Bridges to Excellence
Minnesota Bridges to Excellence (MBTE) is a purchaser led pay-for-performance program introduced by
the Minnesota Health Action Group in 2006. The goals of MBTE are to improve the quality of care of
patients, raise the level awareness about variations in quality, and encourage provider competition
stimulate clinic improvement through transparency via publicly reported outcomes and financial
recognition. It does this by publicly reporting and financially rewarding clinics for meeting or exceeding
a set of care measures for patients with diabetes, depression, and vascular disease. To be eligible for a
MBTE reward, a clinic must meet or exceed a specified percentage of patients with these conditions at
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optimal levels of care, or significantly increase the number of patients at optimal levels from the
previous year. 33
In 2013, MBTE paid out a total of $253,605 to 122 clinics who either met the diabetes minimum
performance measure (51%) or showed significant improvement; $65,900 to 127 clinics who met the
vascular measure (63%) or showed improvement; and $326,756 to 198 clinics who met the depression
measure (13%) or showed improvement. 34
MHCP Pay for Performance Program
In 2008, Minnesota Health Care Programs (MHCP) implemented a Pay for Performance Program for
MCHP fee-for-service providers. Physicians, Nurse Practitioners, Clinical Nurse Specialists and other
providers practicing in clinics, Federally Qualified Health Centers, hospitals, Rural Health Centers, and
other care settings can qualify to receive $250 up to two times every 12 months for rendering optimal
care to qualifying MHCP recipients (Medical Assistant or MinnesotaCare) with cardiovascular disease or
diabetes or both. 35
Various Private Insurance Companies
In 1997, HealthPartners was the first health insurance plan in Minnesota to establish a pay for
performance program named the Partners in Quality program. Also in the late 1990’s, UCare
established a program to offer incentives to clinics and care systems that improved quality of care of
patients enrolled in Minnesota Health Care Programs and later expanded pay for performance to
include Medicare patients.36 Historical information from the other health insurance plans in the state is
not readily available.
Today, HealthPartners and UCare are the most active Minnesota health insurance plans in the pay-forperformance arena. HealthPartners’ Partners in Excellence program provides financial rewards to
medical or specialty groups achieving high levels of performance as measured by Minnesota Community
Measurement or based on an internal measurement set. 37 UCare Pay for Performance program offers
financial incentives to primary care physicians demonstrating superior or improved performance against
measures based on the Healthcare Effectiveness Data and Information Set (HEDIS). 38
Other National and State Programs
Healthcare Effectiveness Data and Information Set (HEDIS)
HEDIS is a tool created by the National Committee for Quality Assurance to measure the performance of
health plans on a broad range of important health issues. The information is used by purchasers and
consumers of health care to compare the performance of health care plans. Health plans use the data
to make improvements to their quality of care and service. As indicated earlier in this paper, at least
one of the health care plans in Minnesota, UCare, is currently using HEDIS to measure the performance
of primary care physicians in Minnesota for their pay for performance program.
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Joint Commission
The Joint Commission’s Ambulatory Care Accreditation Program was established in 1975 to encourage
safe, high quality patient care in freestanding ambulatory care facilities. Participation is voluntary.
There are no direct financial incentives or penalties for participation or non-participation. However,
there can be benefits to accreditation that can provide recognition and exposure for the organization,
help lower operational costs, and provide tools to help with quality improvement processes.
Benefits and Burdens
Provider and Professional Group Buy-in
Staff and professional group buy-in is frequently referenced and researched within healthcare quality
reporting. Within this broad group, there are thousands of providers at various levels and at a variety of
systems throughout the country, there are large professional groups that provide advocacy and
guidelines on the topic of healthcare quality, there are academic institutions that conduct research on
the topic, and there are many smaller fractions and community based groups that provide support and
guidance within the professional and public arena. Each of these groups and individuals have unique
experiences and belief patterns related to healthcare quality in its entirety.
In many individual cases and for many provider based groups, the focus of the literature is from the
perspective of barriers or burdens to healthcare quality reporting. This is critically important within the
United States’ healthcare system because most metrics are tied to providers and/or health systems and
highlights the challenges that exist for consensus building. Additionally, it highlights the lack of broad
provider buy-in into healthcare quality reporting as well as broad distrust of various quality reporting
systems. Although there are many reasons for this distrust of the system, much research highlights that
this distrust can be attributed to the perception of limited provider input into various metrics, lack of
system support to implement and understand metrics, limited provider training on the context of
healthcare quality reporting, and limited training on healthcare quality methodology. A 2009 study of 59
staff from Veterans Health Administration facilities highlighted that staff find the application of the data
into clinical practice to be difficult and that professional consensus on tools and measures is difficult41.
These concerns, in combination with the perception of an infringement on provider autonomy by
healthcare quality reporting systems within a rapidly evolving healthcare system that has shifted from
small-group or solo practices focus to larger medical group practices is the perfect storm for broad
dissatisfaction with the system as a whole. 39
There are also reports of healthcare quality programs having a detrimental effect on the provision of
healthcare. Providers report that enforcement of various quality initiatives can result in and encourage
the overuse and misuse of medical care to meet metrics. They also report that the system changes has
resulted in a decrease in person centered medical care aimed at addressing patient needs and instead
forces medical staff to address a prescribed rubric of items at each appointment in order to meet
standards. 39, 41
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In addition to and in combination with these specific concerns, many groups emphasize a distrust of the
data and related methodologies. Groups and providers report firsthand experience with data errors
within their healthcare practice and with external bodies. They express concern over small sample sizes
for internal monitoring and external reporting, and they struggle with understanding and accepting
exclusion and attribution methodology. And consistently express that their suggestions to measure
modifications are ignored. A review of CMS comments related to Physician Quality Reporting
Initiative/Physician Quality Reporting System indicated that groups continue to believe that there are
reporting and validation errors due to limited financial gains associated with pay-for-performance
programs, as well as limited professional group buy-in for measures. Additionally, they struggle with the
application and use of data, analysis techniques and integrating data outputs into clinical practice.
Groups also struggle to find ways to leverage this data given that research has shown that provider
based data has little to no impact on healthcare quality. This is even further complicated by research
that highlights the complexity of social determinants of health and has found that health status is
greatly influenced by factors far beyond that which can be immediately influenced by clinical care. 39, 41,
52, 54, 56, 57

Furthermore, given that data transparency continues to grow in relationship to healthcare quality
reporting, and compounded by the broad distrust of healthcare quality data, many voice concerns about
the ways in which data is reported. Review of literature highlights that a portion of this concern is
related to provider based reporting. This is an important point given that a survey of more than 2400
physicians who participated in the Physician Quality Reporting Initiative/Physician Quality Reporting
System found that on average nearly half of the respondents believed that the program had no impact
on quality. This literature has concluded that the programs that target individual providers, which is
supported by provider based reporting in a broad sense, is associated with provider perception of
limited improvement in healthcare quality. 39, 52 Additional research has drawn somewhat differing
conclusions. A report released in June 2014 on research funded by the Robert Wood Johnson
Foundation found that provider based pay-for-performance models work modestly effectively at the
provider level and also work best when penalties for poor performance are implemented 54. Yet
additional studies show that providers believe that these initiatives are a way for providers who are
already providing high quality care to report it 39,44. These conflicting ways to best approach and
optimize healthcare quality pose unique challenges for the fairly young and dynamic arena of
healthcare.
Given the wide backlash by various provider groups and individuals, systems have worked to include
provider and stakeholder feedback in measure development and also include these individuals in
various workgroup compositions. In Minnesota, Minnesota Community Measurement and other groups,
have facilitated numerous workgroups and panels to develop and review a wide array of healthcare
quality metrics and reporting system. They have worked to standardize measure development and be
transparent with stakeholders about this process.61 A review of CMS reports indicate that CMS has also
worked to address the complexity of the reporting system and minimize the knowledge gap for
providers and others. The reports show that they have assisted with successfully enrolling providers
and have provided technical support and information on leveraging various programs through website
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development, system redesign, informational calls, provider information sessions, professional forums,
and toolkit development and distribution. 56, 57
However, some groups highlighted numerous benefits to healthcare quality reporting. Some providers
report that they can gain professional confidence and pride, as well as an arena for increased friendly
professional competition. They also report that health care quality reporting provides patients with the
sense that everyone is concerned about the quality of care and their health outcomes.41 Others highlight
that these measures are providing the framework for organizations to improve processes in order to
support these initial outcome based metrics and that they will be better prepared for future reporting
requirements. 44
Patient/Consumer Outcome
One of the driving forces behind healthcare quality reporting is improved patient outcomes. However
there are mixed reviews and views on the current status of this improvement. The results and findings
vary widely with each report and by each group. However, there appears to be agreement that there is a
very careful balance in setting healthcare quality achievement goals and maintain consensus among all
constituents, including patients.
A broadly accepted primary concern is that a patient’s healthcare needs will not be met by
implementing and expanding healthcare quality reporting. Some research shows that clinicians fear that
quality reporting takes away from time needed to care for patients and that electronic systems reduce
the amount of time allowed to have meaningful contact with patients. Some believe that increasing
quality reporting reduces the comprehensive and complete patient education that is often provided by
clinical staff to patients due to the need to cover so much standard material at each appointment. There
are also concerns that providers are required to cover non-critical standardized items during a more
acutely related office visit and that these systems interfere with patient’s right to decline treatment. 41
Providers also report that the way data is reported is in a detrimental fashion because it often compares
participants to each other from an eliminating health disparities approach as opposed to improving an
individual’s health status. They highlight that this type of analysis seeks to normalize all outcomes
instead of pushing everyone, populations and individuals, to improve. 39 However, there are also
reported benefits to consumers for reporting. Research is rounded out by reports that highlight that
increasing healthcare quality reporting can provide patients with the belief that the healthcare system
values their outcomes. 41
With this knowledge and an overall shift in recent years to redesigning the healthcare system, work is
also being done to approach healthcare delivery in a system based approach through care coordination,
also known as a Medical Home model. There are a variety of steps and metrics related to providing this
model of healthcare and this form of quality improvement work looks to patch together and reimburse
providers for evaluation and management of care that happens outside of an appointment, with the
hopes of improving patient care and outcomes. 53
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Another important component to improving the quality of healthcare services is the measurement and
reporting of patient satisfaction, experience, and engagement. This is a critical component of many
initiatives within Minnesota, where access to care, provider-patient communication, courteous and
helpful office staff and exceptional provider ratings are measured and reported. Summary reports from
these initiatives support that health groups can leverage these findings, along with patient self-reported
health status, to improve health outcomes and satisfaction for patients. 43
Lastly, research supports that health outcomes are highly influenced by many things within a person’s
environment and community and this general livelihood data is not currently being measured within the
existing healthcare quality reporting system. This has led some groups to call for increased functional
and livelihood metrics to be developed in up-coming phases and also increased pressure to more
effectively merging healthcare quality data with broader public health initiatives. 43
Payers
A major burden for payers is the overall healthcare system in the United States. Because there are so
many parties of interest in this arena, including private and government run systems, it can be difficult
to develop streamlined and standard metrics and reporting methods that are approved and agreed
upon by all groups.44 Consensus and buy-in can be complicated by payer adherence to various state and
federal laws and statutes, specifically related to reimbursement models including PQRS. These measures
are especially challenging for Medicare services due to the limit and constraint in the reimbursement
models legally allowed for Medicare providers. 55, 57
Consensus and buy-in can be further complicated by financial implications of implementing healthcare
quality reporting systems. This is in part due to the fact that each payer only “owns” a share of the
market, which results in a reduced incentive to support various healthcare quality programs at a system
level because each payer will only be able to claim a portion of any gains that might occur. 39
Payers also struggle to create strategies for health care quality reporting and pay-for-performance that
balance customer and/or purchaser choice and allow for appropriate attribution in the healthcare
quality data analysis step. One solution to this for many plans is to attribute to a health system,
therefore having one system that offers a wide array of services and serves as a gatekeeper both to
maintain and/or reduce costs, as well as a system for care coordination. This attribution allows for
customer flexibility, gatekeeping management of a primary care system, and also attribution for
healthcare quality metrics. 55, 57
Purchasers
Another key player in healthcare quality reporting are purchasers. A review of the literature for
purchasers reveals that some have raised concerns about the healthcare data itself. Some have called
for increased assurance that data is valid and desire increased random validation of submitted
healthcare quality data by CMS in order to help ensure that public reporting is valid. 51, 55, 57
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Other purchasing groups have asked that work is done to improve reports into more meaningful
documents for end users, including purchasers. Those who purchase health plans want to have the
tools, in an easy to understand and succinct format. There is also a push to ensure that reports have
comparisons that are appropriate and assurance that data is valid and useful. 51
Additionally, given that purchasers have many plans to pick from in their payer selection. Some
purchasers select plans that require a primary care provider or health system designation for all
enrollees and others do not require this selection. This variation is an example of how different payer
models can influence the ease or complexity in developing quality metrics, specifically pay-forperformance, that are attributed to a provider or system at the payer level. 55
Government
State and federal government has been tied to a large portion of the healthcare quality reporting
systems in the United States. These ties are highlighted in the reporting program section of this paper.
For the purpose of this section, the focus will be on literature related to Centers for Medicare and
Medicaid Services (CMS) hosted reporting.
CMS has been a driving force of many metrics through the Physician Quality Reporting Initiative
(PQRI)/Physician Quality Reporting System (PQRS) programs, as well as other reporting requirements for
various health care systems as outlined in the reporting program section. As these metrics have evolved,
groups have been vocal about the burdens associated with much of the healthcare quality reporting
requirements. Unrealistic timelines for implementation and data collection is a major concern for both
CMS and provider groups. Provider groups are burdened with an incredibly short timeframe to “go-live”
on a measure once final metrics are announced. There are some reports of systems having less than 60
days from final CMS rule announcement before measure implementation must commence. This short
window leaves limited time for critically important employee training, provider buy-in, and data
collection system development to occur. 39, 41, 51, 52, 54, 56, 57
These quick timelines are also highlighted by various CMS reports for CMS itself. As CMS has been
charged with developing and implementing these complex systems, they are also working on tight
timelines and are also left trying to support various stakeholders throughout the process. A review of
CMS documents highlighted that CMS has sought input from a wide variety of stakeholders throughout
the entire measurement development and implementation phases. Additionally, CMS has worked to
address the knowledge gap for providers and to assist them with successfully enrolling and leveraging
various programs through a variety of methods including websites, calls, provider information sessions,
forums, and toolkits. 39, 41, 51, 52, 54, 56, 57
In addition to the quick timelines, there is concern about the appropriateness of the metrics that are
developed and implemented. At times some of the metrics are believed to be outside of the scope of
care that a facility might provide and therefore the reporting facility can have difficulty obtaining
outcome information. For example, providers can be required to report outcome data for services that
are not performed within the provider’s office (i.e. colorectal and breast cancer screenings), as opposed
to process data related to referrals or education. Some groups highlight that this type of measurement
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does not directly reflect on the services provided by a facility. On the other hand, groups believe that
there are other measures that CMS has failed to adapt that would more adequately reflect care. 39, 41, 51
Another area of concern by provider groups is CMS’s lack of responsiveness to measure modifications
suggestions and that the system that has been created is redundant and burdensome. A review of CMS
documents highlight the work done by CMS to develop and implement various healthcare quality
reporting systems. Some of the reports indicate that there is support by some constituents that CMS has
been responsive to the requests and suggestions of various stakeholders and that they have worked to
streamline measures with other reporting systems. Additionally, after reviewing methodology and
regulations, it is clear that CMS has worked with various national quality endorsement groups to review,
approve, gain consensus, and endorse metrics prior to CMS adoption. 39, 40, 56, 57
The other end of the spectrum in the government area of research is the payer perspective. CMS
manages and serves as a payer for more than 50 million people in the United States 62. Some literature
evaluates the way government operated health plans, specifically Medicare, are able to contribute to
health care quality reporting as a payer. This literature highlights the struggles that Medicare has in a
reimbursement model as a whole, and given that a majority of these plans are not operated in the same
way as many private plans due to statute limitations, the reimbursement and reporting methods for
quality reporting and pay-for-performance models have potential to have a detrimental effect on
providers who accept these government run programs. Researchers have suggested that Medicare has
work to do to optimize their programs off of lessons learned by private groups in order to ensure
minimal loss and waste. Additionally, some suggest that work should be done to adjust statutes to
address the needs of the providers and improve reimbursement methodology to increase incentives for
providing care. 55, 56, 57
Finance
One common theme throughout the literature includes the financial components related to healthcare
quality reporting. Research and reviews highlight the additional complexity of the financial implications
of quality reporting In the United States. A majority of this research highlighted the burdens associated
with healthcare quality reporting, however some research has indicated benefits as well.
Financial complexity was most often referenced as a major burden and specifically highlighted in the
literature in regards to reimbursement, and therefore healthcare system financial health and provider
compensation, being tied to reporting. Professional interview based qualitative research has found that
providers are slow to accept various healthcare quality reporting initiatives, in part, due to the complex
nature of understanding the financial gains associated with various programs and the constantly
evolving nature of metrics. And others highlight that there are disproportionate payments between
providers of low cost high quality health care within an ambulatory setting and the services provided by
hospitals which are further amplified by, at the very least perception of, the burdens of healthcare
quality reporting. 39, 51, 54, 56, 57
A review of CMS literature has found similar concerns related to lack of payment due to
underperformance and not understanding where the breakdown in the performance occurs. Providers
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are further frustrated by the belief that as more and more reimbursement money is tied to quality
based metrics, the poor performing groups will financially suffer disproportionally and those who are
high performers are frustrated because they are not going to be financially incentivized enough to
continue improvement. 57, 56, 57
An added layer to this is that reimbursement is often delayed in dispersal. This delay complicates
programs that attempt to tie performance to financial gain and is further complicated by payment by
various plans and payers for a wide array of programs many months after services. It also limits the
ability to analyze return on investment for any improvement initiative. 44, 56, 57
Finance is further complicated by provider “bonuses” or incentives at a system level that aim at
rewarding, recruiting, and retaining high performers, without any attention being paid to those support
staff who carry a burden of the work required for provider performance and also healthcare home
model implementation. This is highlighted in the literature that indicates that nursing staff can be
frustrated because they are more likely to carry a heavy burden of clinical activity within high
performing groups, but yet they receive no compensation for high levels of performance. 41
A review of literature also highlights the multiple and various requirements by various payer groups as
an additional layer of financial burden to the healthcare quality. Review of many indicators specifies that
several payers have made strides in aligning various quality reporting metrics and data submission,
nevertheless this concern is complicated by limited buy-in opportunities for payers to more robustly
financially support systems, resources, and financial incentives to providers when they are not the sole
payers of the healthcare services within that system. This mixed payer system results in sharing of
financial returns. Additionally, some projects have found limited financial gains on investment, so groups
are hesitant to invest too much money in the support of programs without a financial benefit. 39, 44, 56, 57
There is also some discussion in the literature related to the evolving nature of participation
enforcement of various quality reporting programs. Given the limited historical financial gains
associated with submitting healthcare quality data and the lack of strong penalty for not reporting,
many groups have had limited pressure or incentive to report data. Theory and literature suggests that
the current stage of payers moving to a penalty based payment model, which takes a more active
approach in withholding funds from non-compliant groups, will help motivate non-conforming groups to
begin submitting data. 44, 56, 57
One last area of financial burden associated with healthcare quality reporting relates to the required
implementation of an electronic health records system (EHR). These programs require robust
technology support programs embedded within clinical groups, as well as the devices and clinical skill
required for a fully functioning health informatics system. A review of the literature indicates that the
true financial benefits and burdens of these systems are not fully understood or measurable because
many of the groups that are reported have received financial support from various programs. On the
other hand, research has shown that better aligning technological financial incentives in a way that
supports patient centered care can reap both financial and patient satisfaction rewards. Furthermore,
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this alignment could also potentially alleviate the perception that the financial burden of technology
implementation is carried by the practice and the payers gain any savings. 48, 50
Administrative Overhead
The potential administrative burden associated with healthcare quality is also highly debated. The
literature varies in topics and approaches, however much of the articles focus on the technology
systems that have been implemented in parallel with implementation of healthcare quality reporting.
This double implementation makes it difficult to distinguish between concerns and findings.
One example of this is provider self-report and interview based research has indicated that there is an
increase in provider administrative time as a result of the increased requirements for data entry and
“tick box medicine”. With this transition, providers are required to spend more time clicking boxes that
allow for documentation that can be easily abstracted from electronic systems for quality reporting
purposes. Additionally, providers highlight that they are increasingly spending time doing double data
entry and that provider time is being used to complete paperwork that “lower level” staff were able to
complete in paper records. 39, 41, 47
This literature is countered by other reviews that have found that although there is an initial increase in
administrative time during electronic system implementation, providers can actually experience
decreased administrative burden once workflows are improved and providers become more familiar
with electronic programs. Furthermore, some studies have found that increased use of technological
systems, which also supports healthcare quality reporting, results in less consumer healthcare utilization
and that therefore the true cost of the required increased administrative time must to reviewed more
fully within the context of decreased administrative support needs in auxiliary staff and not just among
providers. 42, 48
A 2014 survey of more than 1,000 clinical and non-clinical staff found that many indicate that there is an
increased need for administrative resources to manage and maintain technological resources. These
services and systems often require new administrative based positions and departments within a
healthcare organization and also require additional support to optimize and perform within the
healthcare quality arena. This is further supported by literature that has concluded that those facilities
with high acceptance of quality reporting have quality managers embedded within the practice to assist
with real-time data monitoring. Additionally, a cost review between 2004 and 2009 found that 12% of
the monthly costs associated with technology implementation were due to personnel payroll costs. 39, 40,
50

Research has also looked at the administrative burdens and benefits of technology implementation from
a broader perspective. Most research has found that there is an increased ratio of staffing needed
immediately following the implementation phase, and that this need decreased steadily at 6 and 12
months following implementation to nearly that of pre-implementation. Additionally, when reviewing
the relative value units (RVU’s), broadly considered the intensity of the work required to provide
services needed during a patient visit, the values of these encounters over the course of implementation
found no differences up to 6 months following technology implementation or after 12 months. The
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research also found that productivity does decrease immediately following implementation, however
nearly all loss is regained by 12 months. 50
Healthcare Model/Staffing
Overall, staffing models play an important role in effective high quality care. This is outlined in various
healthcare home models that are expanding and developing, as well as the evolution of the care team
model to include additional responsibilities of supporting roles. These staffing ratios can be highlighted
as a burden. Research has shown that the higher performing groups have higher nursing ratios, an
increase use of nurse only visits, and established care teams, plus more mid-level providers using EHR’s.
However, this can lead to conflict as providers also report that they enjoy spending time with patients 3
and that they are increasingly being asked to complete administrative paperwork that had historically
been done by support staff. 39, 47
Additionally, the overall healthcare system can highlight the various healthcare quality reporting barriers
that can be embedded within the healthcare model of a facility. One burden that has been highlighted is
that some providers do not have an on-site lab with extended hours and/or equipment needed to
complete diagnostic testing needed for quality reporting. However, as more and more small groups are
being absorbed into larger systems, this concern has started to decrease and is often addressed within
the context of the financial and regulatory future of medicine. 39
Technology
Much additional research is focused on the technology burdens and benefits associated with
healthcare quality reporting. To further complicate this topic area, technology related needs and issues
have proven to be an interesting intersection between facilitating all healthcare quality reporting and
being a healthcare quality metric itself, which is outlined in the various healthcare quality reporting
programs in the first section of this paper. Because of this, the technology area of research is closely
entwined with all other areas of healthcare quality reporting including but not limited to provider buyin, financial, and administrative burden.
There are many benefits to adopting high performing technological systems, most commonly referred to
as electronic health records (EHR's), for health care organizations. At a very high level, research has
found that organizations with robust data collection, disease registries, and reporting systems are more
readily prepared for reporting. Furthermore, use of technology and electronic health records has been
found to increase adherence to best practice and protocol based healthcare, population based screening
based initiatives, and decreased medication errors. 39, 42
This is further supported by a 2008 case-control study that compared the performance of 466
community primary care providers who practice within an open-access and multi-payer system. This
study compared providers with and those without electronic health records and have found that
providers who use electronic health records scored higher overall on at least four HEDIS measures than
those without EHR’s. This was done while also maintaining patient satisfaction scores. 45
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An additional component to EHR functionality is that the system must be able to support healthcare
quality reporting. However, to date, the process for healthcare quality reporting has been a hybrid of
outcome, survey, and claims data. This “soft opening” has allowed for systems to adjust and work
towards improving technology systems to meet the increasing needs of technology for healthcare
quality reporting. However, this is further complicated by limited time for optimization and
improvement of submission for existing programs because as the technology systems have been phased
in, there has been a steady increase in health record data abstraction reporting in addition to claims
based. This steady growth in reporting has provided limited time to systems to optimize and revisit
technological needs prior to the implementation of additional metrics that require additional resources
to facilitate. 44, 56, 57
In reviewing additional literature, another clear gap has emerged between technology function and
reporting needs. Various professional groups have highlighted the ability of electronic health records to
“improve quality, safety, and efficiency of clinical practice due to their ability to deliver legible and
timely access to patient information to multiple users, as well as the ability to provide users with
decision support 49.” However, as with most technology, gaps can arise between technology needs and
daily function of systems. A review of various health information sources indicates that there have been
great strides in the technological capacity within healthcare over the past years. Firms and systems
have worked to proactively maintain patient confidentiality within a virtual world and also develop data
breech plans to address any potential breaks in the systems should they occur. 58 Additionally,
technology firms and developers continue to develop programming and systems to better meet the
needs of clinical care on a short term and long term basis. Groups have used this past few years to learn
how to improve and optimize systems and work has been done to shift the focus of technology
development towards using technology to support clinical care and proactively plan for adequate
support healthcare delivery. 59, 60
An entirely different set of benefits and burdens emerges as the system transitions from paper to
electronic systems. This is highlighted by the method that data is entered into electronic records. One
important benefit is that a standardized method of coding health conditions, the International Statistical
Classification of Diseases and Related Health Problems (ICD-9), has been created, is widely accepted,
and is updated regularly. However, the method that this data that is used for registries and claims, as
well as other process related data, is entered into (electronic) health records continues to be a burden
for health systems. Some research has shown that the lack of widely approved and utilized standardized
nursing documentation is a barrier to effective electronic record use. A survey of nearly 1300 registered
nurses in 2011 found that nearly one-third of respondents reported that although they had used
standard language during their nursing education, they had not used it since. This is a significant area of
concern given that nursing staff are critically important to a healthcare team and also play a major role
in documenting care coordination, health education, and interventions that can be tied to various
healthcare quality reporting requirements. Without this standardized data entry ability, robust data
abstraction is difficult. 49
Clinical staff buy-in to technology based electronic health records is also a central component to a
successful technology system. One major benefit to this initiative is that as systems have longer periods
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of electronic records, the buy-in among staff increases. A 2011 survey of ambulatory care providers
indicated 74% of those who had implemented an electronic record system believe that electronic health
records enrich health care services. However, concern remains that there is limited data to support the
efficacy of various programs and that implementing some of the initiatives related to health information
technology are being done before all the unintended consequences of doing so are understood. 39, 41, 50
Lastly, there is some research that indicates that low technological literacy can be a barrier to effectively
implementing an electronic health record and can inhibit health professional staff support of various
technology based initiatives. Research has shown that nurse practitioners underutilize technology that
could improve care. Furthermore, a survey of more than 500 nurse practitioners found that more than
90% of respondents use computers during their work; however a majority indicated that training had
been insufficient and that they reported a “low self-perception of information technology
competency.”49
Limitations:
This summary and review is not without limitation. The primary limitation of the review is the quickly
evolving and detailed aspect of each program. These contribute to difficulties in succinctly and
accurately summarizing various programs. This is especially true for the program review as each
program changes at such a rapid pace and is targeted at very specific providers and/or types of systems.
Therefore, staying up to date on programs and developing a document that is meaningful for a wide
array of audiences is not without challenge. This limitation is also highly applicable to the benefits and
burdens section of the paper, however from a retrospective perspective. When this rapidly evolving
system is combined with the historically naturally occurring lag-time in the review and publication
process, articles can be out of date or of limited applicability by the time the article is published, or soon
after publication. Although these challenges exist, the writers of this document worked to integrate
future planning knowledge with key themes and conclusions to help guide the reader through the
process of understanding each program as well as the benefits and burdens associated with healthcare
quality reporting.
An additional challenge with this research is the complex nature of each program across the life course
of a measure. Many of the measures are mandated, developed, implemented, and
incentivized/penalized from different organizations or branches of the same department. This
complexity not only adds to the confusion in understanding, but also challenges the ability to summarize
and bundle into one specific program. These concerns were addressed by working diligently to
understand the framework and foundation for each program and to match systems for an overview
summary.
Another limiting factor for this review is the “young” and highly variable and political nature of the
topic, literature, and data. The quality and quantity of resources and literature that specifically test
theories, explore topics and politics, and contain adequate reference benchmark data in relation to
healthcare quality reporting are limited. This is especially true for the key areas of technology, finance,
patient/consumer outcomes, and healthcare model/staffing. For many of these areas, the “newness” of
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the data included in research makes it difficult to robustly prove or disprove outcome, savings, and total
decreases in morbidity and mortality. These limitations are even further complicated by the overall
economic environment of recent years and evolution of search terms. Even with this challenge,
researchers have made great strides in improving the available resources and work was done to include
helpful and adequate literature into this document.
Conclusion/Discussion:
The arena of healthcare quality reporting is dynamic and evolving. There have been many twists and
turns in the system and a great amount of work has been done to develop and improve the systems in a
relatively short period of time. With this evolution, various constituents of the programs have worked to
better understand the programs as outlined in the first section of this document and to gain insight into
the benefits and burdens associated with healthcare quality reporting.
Overall, much work has been done to streamline and improve healthcare quality reporting as a system.
Measures have begun to be more closely aligned for easier understanding and implementation.
Furthermore the data submission processes have been simplified and robustly implemented.
The primary areas as outlined in benefits and burden section of this paper have a few common themes
that unite each section and these themes appear to be compounded by each other. Each area outlined
in the benefits and burdens section (provider/professional group buy-in, patient/consumer outcome,
payers, purchasers, government, finance, administrative overhead, healthcare model/staffing, and
technology) are closely entwined with each other and cannot fully be appreciated without the context of
the other areas. With this in mind, a common theme of the benefits associated with healthcare quality
reporting is improved patient/consumer outcome. Much of the literature for each area outlines the
desire to improve care while increasing accessibility to and decreasing cost associated with the provision
of high quality appropriate health care. The most commonly outlined burden associated with healthcare
quality reporting related to the relative “newness” of the programs and therefore is highlighted by all of
the associated growing pains, knowledge base development, system support and integration, and buy-in
for this increasingly important arena of healthcare. Each of these burdens and benefits themes are
explored more closely within the body of this document and play a critical role in better understanding
healthcare quality reporting.
In conclusion, the most prominent theme throughout the literature is that the change associated with
implementing and expanding healthcare quality reporting can be difficult and challenging for a system
that is naturally complex. There are historical strains that will have to be addressed within the research
and systems in order for individuals, professionals, and groups to move forward and embrace future
growth. Key players must have a complete and better understanding of beliefs, benefits, and burdens in
order to more effectively shape future programming to minimize these challenges for all parties and this
knowledge is critically important for the evolution of healthcare quality reporting.
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