
Physician report cards more prevalent
among MCOs, but do they work?
Experts debate pros and cons of making them public

Some call physician report cards just another marketing gimmick.
Others question the fairness of releasing clinical and profiling data
to an unsophisticated public. But those on the cutting edge of this

new trend talk about the benefits: It will give consumers more informa-
tion with which to make choices, and it will encourage physicians to
improve customer satisfaction.

PacifiCare of California in Cypress, CA, made national headlines this
fall when it announced its new public Quality Index on medical group
performance. The company will put a rating system for all of its con-
tracting physician groups in membership directories. Consumers will
be able to see how their physicians did when compared with others,
and if they like, they can switch over to the top-rated physician groups.
These report cards will be updated twice a year and PacifiCare officials
say they do not expect the same group practices to always remain in the
top 10%.

Earlier, United HealthCare Corp. in Minneapolis touted a program
that gives physicians clinical information comparing them to national
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best practices. United HealthCare will not release
its reports to the public for at least two years, but
the trend may be inevitable.

Managed Care Strategies asked the chief medical
officers of PacifiCare and United HealthCare to dis-
cuss their new programs. (See stories on Pacifi-
Care and United HealthCare, pp. 140, 145-146.)

Also, MCS asked hospital executives and other
experts to analyze how these report cards or pro-
filing might affect health systems, and whether
payers would be issuing the same reports on hos-
pitals. Their comments are as follows, with an
introduction to each expert:

• Henry Anderson, MD, FAAFP, is vice presi-
dent of professional affairs and chief quality offi-
cer of SwedishAmerican Health System in
Rockford, IL. SwedishAmerican Health System
has 400 beds at the main hospital, nine outpatient
clinics, private physician clinics, a home health
agency, and an insurance company.

• Sharon R. Chamberlain is president of
Madison, WI-based Chamberlain Research
Consultants, a full-service marketing research
firm specializing in health care.

• Michael A. Cohen, MD, is a radiologist and
medical director of Memorial Sloan-Kettering
Guttman Diagnostic Center in New York City.

• Colleen Dowd, MHS, is vice president of
Baptist-St. Thomas Health Associates in
Nashville, TN. Baptist-St. Thomas is a managed
care services organization that serves 10 hospi-
tals, 400 physicians, and 25 ancillary companies.

• Joseph L. Francis is vice president of Cooper
Research Inc., a health care marketing research
firm in Cincinnati.

MCS: What are the pros and cons about
physician report cards?

Anderson: We like to change behavior, and
what most of us have seen is, if I’m giving my
own statistics and comparing this with others,
that’s a powerful motivator.

But I guess to a certain degree, I still believe
that whatever we can do to try to get coopera-
tion out of a physician is more useful than beat-
ing them over the head; as long as the statistics
[used in the reports] are valid — that’s one
thing. 

Sometimes, we see statistics that are not so
valid. For example, some of the best physicians
are referred the worst patients, so their length
of stay or cost per case may be higher. If one can
adjust for severity and patient mix, I think it
would be more fair.

Cohen: The problem is that statistics can be
very misleading. If you put a lot of thought into it
and you have a good statistician, you could gen-
erate statistics that would look very favorable to
you.

If you’re a provider and your population is
aged 60 to 70, as opposed to another provider
who is handling a lot of younger people — your
statistics will look different, because old people
get more diseases.

Dowd: If you look at one component of the
care continuum rather than the continuum, you
will make judgments that may not be 100% accu-
rate. What if you make determinations based on
pharmacy? If you say we’re going to do profiles
on physicians based on pharmacy utilization, and
somebody had high pharmacy utilization, you
would consider that bad; if they didn’t, it’d be
good. 

But that doesn’t make sense; because, if you
just look at pharmacy, the utilization may be
higher because their acute care utilization is
lower. A physician may be discharging patients
from the hospital [earlier than other physicians]
and using medications to keep patients stable.

Francis: I think you’re going to see a constant
battle between providers and payers, because one
is never going to trust the other. When they make
this information public, it becomes a very tenu-
ous situation between the two parties.

MCS: Will this become a trend among payers?
Chamberlain: We’re seeing [payers use] a lot

of clinical report cards.
We’re hired on a regular basis to do patient sat-

isfaction, and that kind of satisfaction is centered
around meeting their expectations with spending
time with doctors. Patients say, ‘Let me know in
advance if the doctor is running late.’ 

There was a day, not too long ago, when
patients came into a clinic and did whatever
they were told to do. Now customers don’t want
to wait 45 minutes to an hour for a doctor, and
they expect to be called if the doctor is running
late.

Payers are doing a lot of research with cus-
tomers, including open-ended focus groups on
what they think can be improved.

Francis: There might be a trend in this direction,
but I don’t think it will have that great an impact
on consumers of health care. The major purchasers
are employers. This is probably just a better way to
make public the fact that they’re indeed interested
in the quality of their physicians.
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MCS: Could there be a backlash among
physicians?

Dowd: That answer depends on the health
plan’s approach. Do they use a lot of physician
input into developing those programs? 

If physicians can have input into the methodol-
ogy and approaches, then they’re very supportive
of clinical data. They’re not supportive of pro-
grams shoved down their throats. 

If a health plan takes claims data and has one
or two people analyzing it and creating judg-
ments, I don’t think any provider will be comfort-
able with that.

Francis: What we think is going to happen is
that physicians are going to turn around and
release report cards on payers.

The problem is that many physicians aren’t
banded together to do that kind of thing, so you
will get a state medical association to do it . . . .
What the payers are attempting to do is put pres-
sure on physicians to increase their level of satis-
faction with patients. Patients aren’t going to give
bad scores to physicians unless there’s really
something wrong. 

Where you’re going to see the low satisfaction
scores is with payers. Payers receive such pitiful
scores when it comes to customer service that as
an industry, they [have] perform[ed] poorly over
the years.

MCS: Do you think payers will begin requir-
ing hospitals to make public their clinical pro-
filing reports?

Cohen: It would be interesting to see if that
ever gets off the ground. When you’re talking
about quality and standards of practice, you can’t
subpoena it as long as it’s done [behind] closed
doors,and done with the best of intentions. I
don’t think a hospital will be ready to give that
up to some big organization to use as a guideline.

You’re going to get individual information on
individual doctors, and I don’t think hospitals are
going to give up that information to insurance
companies.

Anderson: We’re starting to see payers ask for
the reports. We have haven’t seen that a lot yet,
but I think that’s coming down the pike here. As
long as everybody provides the information on
an equal basis, I think that’s fair. But to get data
that compares apples to apples is very difficult.

They [HMOs] get data from several sources —
marketing gives them something and so forth. It
gets to a point where you don’t know [which]
one to believe and [which] one is right. Go back

to the publicly available data; most of it is not
severity adjusted.

Dowd: Providers have been collecting that
information. I wonder how much of that becomes
confidential. So many hospitals run that informa-
tion through medical staff structures that have
some strict confidentiality; breaking that informa-
tion out from traditional medical staff structures
politically is a challenge. I don’t think it’s a bad
idea.

However, I think hospitals should be worried
if they see payers in their markets start initiating
a lot of this [report card] communication activity
to the public, and the hospitals are very detached
and uninvolved in the process; they are forced to
react. 

I would encourage hospitals to try to get ahead
of the ball or get with payers on it, so they’re more
involved with what’s going on, rather than just
reacting to it.  ■

Henry Anderson, MD, FAAFP, Vice President
of Professional Affairs and Chief Quality Officer,
SwedishAmerican Health System, 1400 Charles
St., Rockford, IL 61104. Telephone: (815) 968-
4400. Fax: (815) 961-2463.

Sharon R. Chamberlain, President,
Chamberlain Research Consultants Inc., 4801
Forest Run Road, Madison, WI 53704-7337.
Telephone: (608) 246-3010. Fax: (608) 246-3019.
E-mail: crc@crcwis.com.

Michael A. Cohen, MD, Radiologist and
Medical Director, Memorial Sloan-Kettering
Guttman Diagnostic Center, 55 Fifth Ave., New
York, NY 10003. Telephone: (212) 965-3647.

Colleen Dowd, MHS, Vice President, Baptist-
St. Thomas Health Associates, 2401 West End
Ave., Suite 120, Nashville, TN 37203. Telephone:
(615) 386-2640. Fax: (615) 386-2697.

Joseph L. Francis, Vice President, Cooper
Research Inc., 8150 Corporate Park Drive, Suite
150, Cincinnati, OH 45242. Telephone: (513) 489-
8838. Fax: (513) 489-3691.  ■
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Listen to what payers
say about MD ratings
Hospitals could be scored next

Two of the nation’s largest managed care
organizations are focusing on physician rat-

ings. At least one MCO has made this informa-
tion public, which could prompt many more
payers to jump on the bandwagon.

Cypress, CA-based PacifiCare Health Systems
Inc. recently launched its physician group practice
quality index program, which gives its HMO mem-
bers a score card of how physicians rate on a vari-
ety of clinical and patient satisfaction measures.

United HealthCare Corp. of Minneapolis also
has a new physician report the company plans to
make public within a few years.

Managed Care Strategies spoke with the medi-
cal directors of both companies, and asked them
to explain how their programs work and where
they’re heading with these report cards.

• Sam Ho, MD, is vice president and corporate
medical director of PacifiCare in Santa Ana, CA.
PacifiCare of California, an HMO subsidiary of
PacifiCare Health Systems Inc., serves more than
2.1 million members in its commercial and
Medicare risk health plans.

• Lee N. Newcomer, MD, is an oncologist and
the chief medical officer of United HealthCare
Corp., which, as one of the nation’s biggest man-
aged care companies, has 200,000 doctors in its
nationwide network.

Here’s what they say:

MCS: Why did PacifiCare and United
HealthCare start these physician reports?

Newcomer: [United HealthCare] calls it a clini-
cal performance report. We didn’t want to use
“report cards” or “grade cards” because it
seemed a little too punitive.

We started it because we had done some 
early work with our data bases; experimenting
with how well we could profile care, and learn-
ing how well we could do it. And as we verified 
performance levels, it became clear that the
[physicians’] performance wasn’t at the level 
we would like and that physicians would like.

No matter what we measured — whether it
was diabetes or cardiac care or hypertension —
we found that physicians were complying with

the standard of care only half of the time. My
thought was that I practiced medicine for 12
years; and no one ever gave me any information
on how well I was practicing medicine, so I prac-
ticed under the assumption I was doing it right.
If someone had given me this [kind of] informa-
tion I could say that I’d go back and learn how to
improve it. So our thought was to give the physi-
cians these reports.

Ho: [PacifiCare’s] first reason was to provide
credible and relevant information to consumers
so when they select provider groups they have
the information they need at the point of selec-
tion. The second objective is to give physicians
information so they can continue to improve
peformance.

In combining those two objectives, we basi-
cally use the marketplace as a driver for innova-
tion and quality, allowing consumers to vote with
their feet.

MCS: How did you start the reports?
Ho: We’ve done a lot of market research, and

we saw that quality means different things to dif-
ferent people. We purposely devised a quality
index with 50% clinical measures and 50% service
measures. To some patients, it might be really
important to choose what the mammography
screening rate is, and others may want to know
the patient satisfaction rate of a provider.

This is just the beginning; we’ll update these
reports twice a year, and learn more about what’s
important to consumers, and also learn more
about what data is more credible to providers.

Newcomer: We did a pilot project last year in
four cities — Columbus, OH; Greensboro, NC;
Denver; and Dallas. That was our first attempt
with cardiologists and internists. We sent the
information out and did a formal survey on these
physicians to see if we had any errors. The feed-
back was very positive.

We did our second wave of reports in October,
with 21,000 reports covering 238,000 patients in
23 health plan markets. This is still for internists
and cardiologists, and we added family practi-
tioners.

MCS: How will public reporting work?
Ho: When the consumer receives a provider

directory from PacifiCare, it no longer lists just
addresses. It’s a blue star directory and represents
medical groups in the top 10% of all of these
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indices. (See an explanation of PacifiCare’s qual-
ity index, below.)

In order to maintain it, we’re going to update
this report twice a year. We know how doctors
respond to competition. So in order to maintain a
blue star ranking, they’ll have to continually
improve service. For example, if the top medical
groups close their practices to new patients,
they’ll lose their blue star ranking. Instead, they
will have to extend hours or hire nurse practition-
ers to take care of the more routine clinical issues,
or hire more doctors. It taps into their innovative
spirit.

The people in the top 10% will have to work
very hard to maintain that 10% ranking. The oth-
ers will have to work to gain a top 10% ranking.

Newcomer: We will not release the physician
reports to the public for at least two years. It’s
simple fairness. The physicians have seen this
data for the first time ever in October; since they
never have received any evaluation of clinical
work before I think they deserve some time to
improve it. We might publish those with
extremely good scores so those who are doing
very well will receive some kind of reward. (See
United HealthCare’s indicators, p. 146.)

MCS: Will PacifiCare and United HealthCare
also begin to issue reports on hospitals?

Newcomer: The big limitation for us with hos-
pitals is the claims data we get from them. Our
hospital contracts are either DRGs or per diem, so
we can’t tell from the claim record what went on
while the patient was hospitalized. We have to go
to the nursing review records, and you can’t pull
out that data as easily.

Also, most of the hospitals already do [their
own clinical reports.] Quite a few participate with
vendors who help them understand their mor-
bidity and mortality against risk-adjusted nor-
mals. But hospitals don’t release that information.
I think in the future, you will see us asking for
that data — a lot of information on how they per-
form for pneumonia, heart attacks, and common
[procedures] against normals.

But to get that data is very difficult. They’re
reluctant to share it publicly. I think some day 
it will be part of the contracting process. We’re
already doing it in four cities in cardiac disease
— surveying hospitals for cardiac information.
In the first round, what we’ll do with the infor-
mation is list in the member directory those

hospitals that meet certain standards. If the
members want the information, they can see
this center got good grades on these points we
look at for cardiac care.

Ho: We haven’t gone to hospitals yet. We 
will explore the possibility of looking at hospital
report cards as well. The advantages would be
that consumers are as interested in their hospital
care as in their physician care. The disadvantage
is that number one, you still have problems with
data submitted by hospitals; and number two,
hospitals take care of one segment of the popu-
lation, so a report doesn’t capture the full spec-
trum of care. Only 3% of the population uses
hospitals in a given year.  ■

Sam Ho, MD, Vice President, Corporate
Medical Director, PacifiCare, 3100 Lake Center
Drive, Santa Ana, CA 92704. Telephone: (714) 825-
5175. Fax: (714) 825-5033.

Lee N. Newcomer, MD, Oncologist and Chief
Medical Officer, United HealthCare Corp., Mail
Route MN008-W310, 9900 Bren Road E, Min-
netonka, MN 55343. Telephone: (612) 936-7212 
or (612) 992-6000. Fax: (612) 936-7290.  ■

PacifiCare’s quality 
index explained

Cypress-based PacifiCare of California has
developed an extensive quality index of

medical groups.The quality index will be sent to
PacifiCare members twice a year. Here is a look
at how it works:

• The Quality Index includes only provider
groups with more than 1,000 PacifiCare members,
and 500 Secure Horizons. Secure Horizons is
PacifiCare’s Medicare risk product.

• The report uses the most recently available 12
months of data. For each indicator, the provider
group’s performance rate was converted to a per-
centile ranking relative to all other groups.

• PacifiCare has solicited provider feedback
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and error correction to help improve the com-
pleteness and accuracy of the data submitted by
participating providers.

• PacifiCare has developed computer systems
to capture information from member surveys,
phone calls, and correspondence.

• The company conducted focus groups with
brokers, consultants, and providers in developing
the Quality Index.

The quality indexes include the following:
— commercial cervical cancer screening;
— commercial mammography;
— Secure Horizons mammography;
— commercial congestive heart failure

admissions;
— Secure Horizons congestive heart failure

admissions;
— commercial access-related complaints;
— Secure Horizons access-related complaints;
— commercial transfers;
— Secure Horizons voluntary disenrollments;
— benefit appeals;
— member satisfaction with participating

medical group;
— member satisfaction with primary care

physicians.  ■

United HealthCare’s 
MD clinical reports

United HealthCare Corp. in Minneapolis has
created clinical profiles that give physicians

who treat the health plan’s members some bench-
marking information for their practices.

More than 20,000 cardiologists, internists, and
family practitioners participating in 23 of United
HealthCare’s health plans received the reports in
September and October 1998.

The managed care organization (MCO) com-
piled the profiles this way:

• The profiles are distributed to physicians in
the areas of family practice, internal medicine,
pediatrics, and cardiology.

• A team of medical professionals wrote the
criteria for the profiles using existing standards
prepared by specialist groups. Data is reported
from claims and is supported by literature in
agreement with specialty groups and national
organizations.

• The profiles only cover conditions upon

which doctors agree upon a standard of care.
• The clinical profiles focus on conditions of

risk or prevalence that could result in high-cost
problems.

• The second round of reports, scheduled for
early 1999, will include pediatrics Reporting will
be expanded to include glycated hemoglobin test-
ing for diabetic children, the timely delivery of
immunizations, effective use of corticosteroids in
treating asthma, and consensus treatment for ear
infections.

The first six indicators are as follows:
1. Atrial fibrillation, which affects 5% of people

over age 65 and places them at a high risk for
stroke;

2. Acute myocardial infarction or heart attack;
3. Congestive heart failure: Research has

shown that prescribing ACE inhibitors can ease
symptoms and slow the disease’s progression;

4. Diuretics: Patients on these drugs may suffer
dangerous loss of potassium;

5. Mammography screening, which can reduce
the risk of death from breast cancer by one third
in women over 50 years of age;

6. Glycated hemoglobin tests, which is impor-
tant for helping diabetics control their disease.  ■

Aetna revamps 
physician contracts

Blue Bell, PA-based Aetna U.S. Healthcare is
altering its contracts with about 300,000 physi-

cians following complaints from the Chicago-based
American Medical Association (AMA) that its con-
tracts contained provisions that were potentially
harmful to consumers, the Wall Street Journal
reports.

The new contracts contain language encourag-
ing physicians to talk with patients about all per-
tinent information to their care, as well as how
Aetna U.S. Healthcare reimburses its contracted
physicians. In addition, the contracts have
dropped wording the insurer claimed shared



ownership of medical records with doctors.
The Journal quotes an Aetna U.S. Healthcare

official that the new language in the contract does
not reflect a change in policy, but instead reflects
an effort “to bend over backwards to eliminate
the possibility that anyone could misconstrue the
agreements.”  ▼

More health plans 
withholding NCQA data

The number of health plans refusing to allow
the Washington, DC-based National

Committee for Quality Assurance (NCQA) to
release data on 50 performance measures rose
sharply in 1998, Knight-Ridder/Tribune News
reports.

Nationwide, 292 health plans reported data
measured as part of the Health Employer Data
Information Set (HEDIS), the article states. 

HEDIS measures are used to measure health
plan performance in a variety of areas — such
as vaccination rates for patients younger than 2
years old, and mammogram screening rates
among health plan members. About 155 other
plans gave data to NCQA, but would not allow
the information to be released. That number
compares with 41 plans that did not want their
data released for public consumption last year.

Typically, those withholding their data per-
formed worst on almost every measure than
plans that allowed their data to be released, the
article states.  ▼

Florida Blues to 
purchase Principal

Jacksonville, FL-based Blue Cross and Blue
Shield of Florida announced plans to purchase

Principal Health Care of Florida, according to
the Knight Ridder Tribune Business News. 

The deal involves only the Principal HMO,
according to the Tribune Business News.

If regulators approve the deal, Principal’s
HMO members will be switched to Blue Cross
and Blue Shield’s Health Options subsidiary

after March 1.
Once Principal’s HMO members are added to

its ranks, Blue Cross and Blue Shield will have
nearly 888,000 HMO participants in Florida.  ▼

California MDs file 
claim against insurers

The California Medical Association has filed a
petition with the state’s Department of Cor-

porations charging that many health plan con-
tracts fail to state how much contract physicians
be paid and allow health plans to make medical
decisions, according to the Knight Ridder Tribune
Business News.

The complaint also states that many health
plan contracts leave liability with the physician
for those decisions and give payers inappropriate
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control of patient records.
The Department of Corporations oversees

most managed health care plans.
The article quotes California Medical

Association President Jack Lewin, MD as saying
unfair or illegal contract provisions allow HMOs
to escape their own accountability for medical
treatment decisions.  ▼

Collaborative will seek 
to spark best practices 
Targets purchasers, consumers, providers

Anew national collaborative seeks to spark
grass-roots support for quality improve-

ment by promoting best practices even beyond 
the health care community to purchasers and
consumers.

The National Coalition on Health Care in
Washington, DC, has teamed up with the Institute
for Healthcare Improvement in Boston to launch
Accelerating Change Today — For America’s
Health. The initiative will produce best practices
reports and will use various methods, including
the Internet, to spread the word.

How to spread the word?

“To a large degree, we felt that information
wasn’t getting out there to providers, purchasers,
and consumers,” says Joel Miller, MSEd, director
of policy for the coalition. “What was needed was
an extra push to highlight this information and
the success stories.”

The coalition, founded in 1990 in the midst 
of the national health care reform debate, is
composed of 90 organizations including corpo-
rations, medical groups, unions, consumer and
religious organizations, and academic medical
centers. 

The initiative grew out of a report, As Good 
as It Should Get: Making Health Care Better in the
New Millennium, commissioned by the coalition
and written by Donald Berwick, MD, founder
and president of the Institute for Healthcare
Improvement in Boston.

Berwick cited examples of clinicians and hospi-
tals that have improved care and saved money. But
he notes that innovation and quality improvement

at individual institutions doesn’t spread nationally.
“Not only do the particles of excellence lie

lonely, unduplicated, and not spread, but not
even one organization has yet had the ability, or
perhaps the courage, to collect these many excit-
ing innovations into a new whole,” he says. 

The coalition plans to release its first report in
mid-1999, with a second report by the end of
the year. 

“We hope we will be releasing at least two
reports per year,” says Miller. “There will be
complimentary activities surrounding those
reports, such as shorter fact sheets and forums
for the media and other groups to highlight the
findings.”

The coalition also plans to track the use of the
reports, although it’s not yet clear how that will
be done.

Editor’s note: For a copy of the report, contact the
National Coalition on Health Care, 555 13th St. NW,
Washington, DC 20004. Telephone: (202) 637-6830.
World Wide Web: http://www.nchc.org. ■
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