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Executive Summary
Introduction
Quality of care reporting has the potential to provide consumers with the information needed to
choose the best performing providers for their care and motivate system-wide quality
improvement. Given the rapid increases in both the availability and popularity of online
information, internet-based reporting of quality of care information may be best positioned to
reach healthcare consumers with timely, relevant information to inform their healthcare
decisions. However, despite the promise of online reports, several factors may impact their
acceptance and use among varied consumer audiences. This report provides a standardized
definition of quality of care and reviews relevant literature to provide a context for the best
practices of reporting quality measures to consumer audiences.
Definition of Quality of Care
Quality of care may be perceived differently by industry and consumer-based audiences, which
may impact the type of metric valued when making decisions. For the purposes of this report,
quality of care was defined as:
1. Appropriate, timely, and equitable care
2. Effective care processes that produce favorable outcomes
3. Safe provision of care in a clean, adequately equipped environment
4. Patient-centered care that prioritizes open communication and respect
Use of the Internet for Health Information Seeking
eHealth technologies have been lauded in their ability to reach wide audiences and narrow health
disparities by increasing access to information. This becomes increasingly salient as more US
adults are turning to the internet for health information, which is often used in conjunction with
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physician-based information to make healthcare decisions. Patients who integrate online health
information into their care often have increased healthcare engagement, reporting more
satisfactory medical encounters and higher frequency of healthy behaviors. Online quality of
care data serves as an important resource for patient engagement, providing access to
information that may inform consumers’ healthcare choices.
Challenges to Online Quality of Care Reporting
Despite the promise of online quality reporting, barriers to both general internet use and specific
engagement with online quality of care information may lessen the beneficial impact of this
resource for consumers. Those with lower income and education are least likely to have access to
the internet and use it for health purposes, due to barriers ranging from literacy to technology
issues that impede use. Furthermore, difficulties specific to quality of care information have
limited its use among the general population; only 14% of U.S. adults annually integrate this
information into healthcare decisions, with even lower rates among underserved populations.
Common challenges in engagement with quality of care information span several dimensions.
Awareness of such resources is low, and trustworthy reports are often difficult to locate within
the over-saturated world of online health information. Complexity in reporting may also inhibit
comprehension, particularly when patients must interpret diverse measures of quality,
performance, and cost that are reported using technical terms. Such barriers may be particularly
salient among audiences from lower socioeconomic position (SEP).
Recommendations for Quality of Care Online Reporting
Several strategies may be enacted to increase the use of online quality reports among consumers,
with particular focus on providing proper context and interpretability of available metrics. These
include:
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•

Bridge the gap between health care provider and patient understanding of “quality of
care” by introducing new quality measures that prioritize patient perspectives

•

Make quality reports accessible for consumers with a wide range of literacy, numeracy,
and digital literacy skills through the use of plain language and appropriate presentation
formatting

•

Incorporate customization, contextualization, and interpretation tools into quality reports
to articulate how health care quality data can be meaningful to consumers’ health
decision-making

•

Improve the “findability” and consumer awareness of evidence-based health care quality
information from credible online sources

•

Improve the usability of websites that offer QOC information with a specific focus on the
underserved

•

Enable patients across all socio-economic positions and racial and ethnic backgrounds to
use internet technology as a platform for shared decision-making and as a tool to engage
with both the management of their health care, and the management of their health
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Introduction
In light of the communications revolution (Viswanath, 2005) and ubiquity of messages
through a variety of media platforms, people have never before been so inundated with health
information as they are now. With an estimated 50 million health-related web pages now online
(Cochrane, Gregory, & Wilson, 2012), accessing health information is one of the most common
activities for which individuals rely on the internet (National Telecommunication and
Information Administration, 2013). Major technological advancements in patient access to
medical records, test results, and valuable health information are, in theory, empowering health
care consumers to play an increasingly active role in their health care. Online approaches have
quickly become the primary vehicle for disseminating quality of care information, as internet
resources are easily accessible by a vast audience, facilitate regular information updates, and are
easily tailored to meet specific audience needs (Yegian et al., 2013).
Publically accessible reports on the quality of U.S. health care provide consumers with
the information they need to effectively choose the best-performing providers for their care and
motivate system-wide quality improvement as a result. Mere availability of information online,
does not however, lead to access to and use of this information by the consumers. Several
challenges including awareness of the availability, communication inequalities, difficulties in
navigation and construction or packaging of information in ready-to-use format could potentially
deter its use. Engaging consumers with effective health care quality information is an important
challenge that should be addressed to take advantage of the current information revolution.
This paper will review consumer perceptions of “quality of health care”, consumers’
health information seeking behaviors, and common barriers that inhibit consumers’ search for
and use of health care quality information. The overall objective is to illuminate the underlying
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factors that contribute to consumers’ engagement with the planning and process of their health
care through health care quality information seeking.
Defining Quality of Care
Theoretical Definition
Despite spending significantly more on health care than any other Organization for
Economic Cooperation and Development (OECD) country, people of the United States (US) do
not benefit from substantial gains in positive health outcomes (OECD, 2013). While many
factors contribute to this state, one important influence is that Americans do not always receive
high-quality care that meets their needs and is based on the best available scientific knowledge
(Institute of Medicine (IOM), 2001). In fact, there is strong evidence that US patients are
frequently harmed or do not see consistent benefits from their health care services (IOM, 2001).
It has long been the mission of health professionals, researchers, non-governmental
organizations, US governmental agencies, and patients to improve the quality of US health care
to meet the needs and expectations of all health care consumers. However, as a subjective
construct, “quality of care” does not have a widely accepted definition and corresponding system
of measurement amongst health professionals or laypeople. Various definitions of “quality of
care” have been proposed, adopted, and amended to conceptualize and measure the quality of
particular health services.
Avedis Donabedian (1988) outlined three key categories under which quality of health
care can be assessed: structure, process, and outcome. Structure refers to the environment in
which care is provided, including resources and organizational structure (Donabedian, 1988).
Process involves how care is delivered by the providers and received by patients (Donabedian,
1988). Once care has been provided, the outcome refers to the consequences of care on the health
status of patients and populations (Donabedian, 1988). Donabedian’s argument is that “good
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structure increases the likelihood of good process, and good process increases the likelihood of a
good outcome” (Donabedian, 1988, p. 1745). While Donabedian is recognized for this systemsbased framework to conceptualize quality, he also outlined seven attributes that determine health
care quality: efficacy, effectiveness, efficiency, optimality, acceptability, legitimacy, and equity.
Many similar quality of care definitions involving multiple dimensions have been proposed since
Donabedian’s assessment.
In 2000, Campbell, Roland, and Buetow argued that two primary domains are at the core
of all multidimensional definitions of health care quality: access and effectiveness. The authors
assert that at its most fundamental level, quality is dependent on whether an individual can get
the care they need when they need it, and whether that care is effective on both a clinical and an
interpersonal level.

In this definition, access encompasses the physical accessibility,

affordability, and availability of services encountered by an individual consumer as they navigate
a health system (Campbell, Roland, & Buetow, 2000). Effectiveness refers to the effective
application of evidence-based, legitimate care that prioritizes a patient-centered process.
In a similar vein to Campbell, Roland, and Buetow, the Agency for Health care Research
and Quality (AHRQ), the federal government’s leading agency tasked with improving the safety
and quality of health care for all Americans, offers consumers a plain-language definition: doing
the right thing, at the right time, in the right way (Clancy, 2007). Accordingly, high quality
health care providers avoid the underuse and overuse of services, and strive to eliminate the
misuse of any service delivered (Clancy, 2007). To further assist consumers in recognizing high
quality care, the Department of Health and Human Services and the Centers for Medicare
Services (CMS) developed the online “Hospital Compare” quality tool to provide data on
hospital processes, outcomes, and patient satisfaction (www.hospitalcompare.hhs.gov). As
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quality is a complex construct to conceptualize, operationalize, and measure, the quality tools
that individual quality reports utilize are diverse. For example, Hospital Compare measures the
quality of hospitals based on their timeliness; effectiveness; readmissions, complications, and
deaths; use of medical imaging; number of Medicare patients treated; and results from a patient
experience survey (CMS, 2013).
Arguably the most widely accepted definition of health care quality was developed by the
Institute of Medicine (IOM) in its 2001 landmark report, “Crossing the Quality Chasm.” The
report was a call to action to restructure the American health care system with the goal of closing
the gap between the current state of US health care and the high quality system that could be in
place (IOM, 2001). The IOM argued that key health care constituencies need to adopt a shared
vision of quality of care that prioritizes six aims for improvement in the 21st century: safety,
effectiveness, patient-centeredness, timeliness, efficiency, and equity (IOM, 2001).
Consumer Definition
As health care consumers today are expected to play an increasingly active role in their
care, it is important to give weight to consumers’ definitions of health care quality. Health care
consumers bring a unique perspective to quality of care that does not necessarily mirror the
definitions provided by experts and industry leaders such as the IOM (Hibbard, Greene, &
Daniel, 2010).
For an individual, quality of care is a subjective judgment grounded in individual values,
beliefs, life experience, and culture (Piligrimiene & Buciuniene, 2008; Oermann, 1999). While
institutional definitions and objective clinical measures can play a significant role, it has become
clear that a consumers’ understanding is based on the responsiveness of a provider to their needs

11
and fulfillment of their expectations (Piligrimiene & Buciuniene, 2008). The literature to date
has shown that when asked to define quality health care, consumers prioritize:
•

Access to care

•

Open lines of communication with competent and skilled providers

•

Receiving appropriate treatment in a well-kept environment

•

Being cared for with respect (Piligrimiene & Buciuniene, 2008; Sofaer et al., 2005;
Oermann & Templin, 2000; Oermann, 1999; Cleary & Edgman Levitan, 1997; Edgman
Levitan & Cleary, 1996).

Returning to the Donabedian Model, it is primarily the process aspects (e.g. patient-provider
communication and patient involvement in decision-making), and structure aspects (e.g.
responsiveness in a safe environment) of health care that that are most relevant to patients’
perceptions of quality (Rademakers, Delnoij, & de Boer, 2011). Conversely, health care
providers typically emphasize patient outcomes, appropriate services, and provider competence
in their definitions of quality (Piligrimiene & Buciuniene, 2008; Rademakers, Delnoij, & de
Boer, 2011).
Studies to date have found that consumers often do not have fixed ideas about the aspects
of care that are most important to them; for example, even the quality preferences of a single
focus group tend to shift over time (Hibbard, Greene, & Daniel, 2010). Some studies believe this
is because patients do not fully understand their health service needs and therefore, patient
perceptions of quality do not reflect what is in their best interests (Piligrimiene & Buciuniene,
2008; Hibbard, Greene, & Daniel, 2010). Because of this, researchers have advocated for a plain
language quality of care framework to assist consumers in making meaning from quality of care
indicators (Hibbard, Greene, & Daniel, 2010).
Little research has been done to highlight vulnerable populations’ perceptions of quality,
but one article reported that vulnerable populations may also have unstable quality preferences
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(Raven et al., 2012). The same article reported that vulnerable populations assess quality
primarily based on their personal experiences with equitable care delivery, adequate illness
prevention, and patient-centered decision-making (Raven et al., 2012).
Overall, individual consumers prefer care that responds to their needs in a patientcentered manner, particularly in terms of humaneness, kindness, communication, and access
(Campbell, Roland, & Buetow, 2000).
Working Definition
This paper will focus specifically on the quality of care in formal health care institutions;
as such, “care” is defined as medical assistance provided by a health professional (Campbell,
Roland, & Buetow, 2000). Based on the literature to date, for the purposes of this paper, we
conceptualize “quality of care” to include the following domains:
•

Appropriate, timely, and equitable care

•

Effective care processes that produce favorable outcomes

•

Safe provision of care in a clean, adequately equipped environment

•

Patient-centered care that prioritizes open communication and respect

Health Information Seeking
Consumer demand on quality of care information implies active seeking of and
engagement with such information by patients and care-givers. Considerable research has been
done to understand factors that influence information seeking by patients, care-givers and the
general population.
General Characteristics of Information Seeking
Information seeking may be defined as the “purposive acquisition of information from
selected information carriers,” (Johnson et al, 1995, p.275) and represents the active search for
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information through a particular channel. Information seeking is often triggered by an external
stimulus, such as a need for information once an individual or their loved one experiences a
medical event or receives a diagnosis (Galarce et al., 2011). This awareness of a need and
subsequent preference for health information represents an interaction between health status,
type of health problem, psychological factors, and social context (Galarce et al., 2011). There
may be a complex range of personal and structural factors that impact information seeking.
Health information seeking has been linked to improved health knowledge (Kontos et al.,
2012) and health outcomes (Pluye et al., 2013). More informed patients have higher emotional,
social, and cognitive functioning and lower reports of side effects (Schou et al., 2005). Among
cancer patients, acquiring cancer-related information has been found to reduce feelings of
anxiety and uncertainty (Stark & House, 2000), increase participation in medical decision
making (Czaja et al., 2003), and enhance patients’ ability to cope with diagnosis and treatment
(Arora et al., 2002). Health information seeking has also been strongly linked to engaging in
healthy behaviors such as exercise (Ramirez et al., 2013), cancer screening (Kelly et al., 2010),
and fruit and vegetable consumption (Kelly et al., 2010) in the general population.
Offline Information Sources
Traditionally, information seekers have used a number of channels to search for
information. In a nationally-representative study by the Pew Internet & American Life Project, it
was found that clinicians were a central source for information for serious health issues, with
70% of adults reporting they turned to doctors or health care professionals first for health
information (Fox, 2013). Individuals may also frequently rely on their social networks for health
information (Fox, 2013; Viswanath, Randolph, & Finnegan, 2006), as well as mass media
sources such as television and newspapers (Galarce et al., 2011). Choosing a source to obtain
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health information depends on its accessibility, trustworthiness, and the type of information
sought by the individual (Galarce et al., 2011). When seeking information about a serious
disease, such as cancer, most people will refer to a health care professional (Johnson &
Meischke, 1991), whereas for information about a pandemic disease, individuals typically refer
to news media, government officials or health institutions (Galarce et al., 2011). In a comparison
of doctors and social network sources, health professionals mattered most to individuals when
there was a need for information on accurate diagnoses, alternative treatments, prescription
drugs, or a recommendation for a specialist or hospital (Fox, 2013). In contrast, fellow patients,
friends, and family were valued for emotional support and for advice on a quick remedy for an
everyday health issue (Fox, 2013).
Online Information Sources
New Information and Communication Technologies (ICTs), such as the Internet,
represent critical channels in reaching those seeking Quality of Care information. The so-called
eHealth technologies, including health information websites, decision aids, and tailored health
education programs, may have the potential to reach wide audiences and the ability to narrow
health disparities through increasing access to important information. The internet also provides
the opportunity for dynamic, interactive ways of engaging with health information. This shifts
the online information environment from a top-down approach of individuals solely gathering
information from scientific or academic sources, to a participatory setting where patients,
citizens, and organizations can contribute content and communicate with one another (Viswanath
et al., 2012). This structure has the promise to transcend the barriers of time and geography that
limit traditional media to reach more people with health information (Viswanath et al., 2012).
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According to the Pew Internet and American Life Project, of the 85% of US adults who
use the internet, 72% have looked for health information within the past year. Among this group,
77% started their search from a search engine such as Google or Yahoo, while 13% first visited a
specialized

health

site

such

as

WebMD

(Pew

Internet,

2014:

Available

at

http://www.pewinternet.org/fact-sheets/health-fact-sheet/). Common topics include diseasespecific information, treatments and procedures, and looking to diagnose a problem (Pew
Internet, 2014; Schwartz et al., 2006). When searching for health information, the sites most
frequently visited by lower income individuals include hospital sites and local health clinics
(Viswanath et al., 2013), suggesting that using the internet to connect to local resources may be
key with this population. Compared to healthy internet users, those living with one or more
chronic conditions are more likely to use the internet to gather information online about medical
problems and treatments, consult online reviews about drugs and treatments, access stories of
someone else’s personal health experiences, and bring information found online to their doctor
(Fox & Duggan, 2013).
In addition to patient information seeking, caregivers of patients are found to be heavy
technology users, often engaging with online medical information in conjunction with or on
behalf of the patient at high levels (Weaver, 2009). When compared to other healthy adults,
caregivers more frequently search for drug reviews, support, diagnoses, and other types of health
information on behalf of their loved one (Fox, 2013).
Often, people turn to online sources to obtain more information after an unsatisfactory
medical encounter (McMullan, 2006). Individuals who perceive their medical encounters to be
less patient-centered may be more likely to turn to online health information to search for health
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care providers and to rely on the internet as an important communication channel for health
information (Hou & Shim, 2010).
Types of Information Engagement Behaviors
Not all individuals seek health information equally at all times. Researchers have
conceptualized a range of health information seeking behaviors: active information seeking;
information scanning, or coming across information in routine use of media for other purposes
(Kelly et al., 2010); information avoidance, or the active and purposeful avoidance of
information exposure (Miller, 1995); and information non-seeking, which represents not looking
for information at times that it would be expected (Ramanadhan & Viswanath, 2006). Past
research indicates that patterns of information seeking and avoiding may not remain constant
along the illness trajectory (Butow et al., 1997; Eheman et al., 2009; Rees and Bath, 2001); for
example, patients may avoid information about their disease directly after diagnosis (McCaughan
& McKenna, 2007). Information seeking behaviors may also vary by disease characteristics
(Mayer et al., 2007; Nagler et al., 2010), or progression (Smith-McLallen et al., 2011). Lack of
engagement with information may have negative consequences for a patients’ health (Jung et al.,
2013).
Factors Relating to Information Seeking
Health communication literature has examined several factors that are associated with
information seeking. For example, an individual’s decision to seek health information may
depend on the salience of the information as relevant and applicable to their situation (Case et al.,
2005) A person’s belief and confidence in their ability to seek and act upon health information
may positively motivate their health seeking behaviors (Case et al., 2005; Galarce et al., 2011).
Conversely, an extensive body of research has linked the limiting of information, particularly
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through avoidance, to mental discomfort (Case et al., 2005), fear (Case et al., 2005; Rees & Bath,
2001), receipt of confusing information (Brashers et al., 2002), resisting overexposure (Barbour
et al., 2012), or preference to defer to their doctor for information gathering and decision-making
(Czaja et al., 2003). Avoiders may choose not to engage in health behaviors depending on how
health information is presented and interpreted (Miller, 1996); in one study, one-third of patients
reported avoiding information about health when they felt the outcome could not be altered
(Miller, 1987).
Health Information Seeking Inequalities
In addition to pyschosocial factors of information seeking, socioecological factors
influence seeking or avoiding information with broader implications to health disparities. This
has been discussed under the rubric of communication inequalities: differences among groups in
accessing, manipulating and distribution information at the group and organizational level, and
differences in accessing, processing and taking advantage of the information at the individual
level (Viswanath, 2006). For example, socioeconomic position (SEP), which includes
characteristics such as income, debt, and education, plays a major role in determining who is best
situated to look for and act upon health information (Rutten et al., 2007; Viswanath, 2011;
Viswanath et al., 2012). Individuals who look for information have been found to have higher
income and education compared to non-seekers (Ramanadhan & Viswanath, 2006) or
information avoiders (McCloud et al., 2013). Lower SEP patients are less likely to look for
second opinions (Galarce et al., 2011b) or to seek information outside of the medical encounter
(Ramanadhan & Viswanath, 2006).

Furthermore, among patients who actively look for

information, socioeconomic status may drive the types of information sought. For example, post-
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treatment survivors from a lower socioeconomic status may look for other types of information
such as financial or employment resources, rather than medical resources (Galarce et al., 2011b).
Importantly, differences in broadband access also contribute to disparities in who may
have the opportunity to seek online health information, with higher education and income groups
obtaining and benefiting from these services more often than their lower SEP counterparts
(Viswanath, 2011). Those who are more educated, have a higher income, are white, and have a
home computer and internet access are more likely to have access and use the internet for health
information (Atkinson et al., 2009; Weaver et al., 2009). Using the internet for a first source of
health information is also associated with younger age and higher education and income (KochWeser et al., 2010).
Such social determinants impact both the access to information channels and the
subsequent ability to process and use this information once access has been achieved (Viswanath
et al., 2006). These communication inequalities span domains such as access, attention to health
information, seeking of information, and processing information, and serve to create and
perpetuate disparities by influencing both health knowledge and health outcomes (Viswanath et
al., 2006). Once access has been achieved, low SEP individuals may face myriad challenges,
including inadequate computer technology, frequent moves that disrupt service, lack of internet
training, and lack of confidence in engaging with the internet (Viswanath et al., 2013; Zach et al.,
2011). Users may need to be linguistically literate (Berland et al., 2001), digitally literate (Eshet
Alkali, 2004), and have high level of numeracy, or the ability to use and understand numbers in
everyday life (Rothman et al., 2006), in order to fully engage with health information content. As
cyberinfrastructure continues to develop, close attention should be paid to how this structure
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impacts the underserved, with efforts made to deliver accessible, understandable, and relevant
online information to low SEP groups (Viswanath et al., 2012).
Information Seeking for Patient Engagement
As the health care climate shifts to a more participatory model, patients are expected to
actively engage as informed consumers in their own care. Such patient engagement may require
a number of actions on the part of the consumer. For example Gruman and colleagues (2010)
have conceptualized patient engagement as requiring two sets of behaviors: 1) managing health
care, which involves activities such as creating relationships with health care professionals,
gathering expert opinions, and comparing coverage options; and 2) managing health, which
involves seeking opportunities to treat/improve disease, managing symptoms, seeking prevention
opportunities, and regularly engaging in healthy behaviors. In order to optimally benefit from
care, the authors propose that these behaviors are expected to integrate seamlessly with one
another as an individual moves through different needs within the health care system.
The use of internet technology for dynamic, interactive functions between patients and
the health care system may be key for highest levels of patient engagement. Shared decision
making, a process through which clinicians and patients work together to make decisions on
treatments or disease management, may contribute to more participation, increased
understanding, more accurate risk perception, and greater comfort with decisions (Coulter,
2013). E-health information seekers are more likely than non-seekers to engage frequently with
the health care system, which may indicate that patients are encouraged to discuss online health
information with their doctors out of concern for their health (Suziedelyte, 2012). Patients who
look for information online prior to health care visits and discuss this information with their
physician have been found to have higher appointment satisfaction (Hay et al., 2008).
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Individuals may integrate online advice with other information sources, such as friends,
family, and physicians, to arrive confidently at medical decisions (Sillence et al., 2007); for
example, cancer patients may navigate between clinicians and nonmedical sources, such as the
internet, to satisfy their multidimensional needs for information (Moldovan-Johnson et al.,
2013). This sort of movement between sources may indicate that information found on the
internet may trigger a need for clarification from physicians, or vice versa (Nagler et al., 2010).
However, the amount of information sought outside of the medical encounter may fluctuate
based on level of interest for both information and involvement in health care decisions; patients
may differ in their desire for involvement in the acquisition of information about their disease
and in their participation in treatment decision-making, and may delegate varying levels of these
functions to their physicians (Czaja et al., 2003). Individuals with chronic diseases may be
motivated to proactively engage with their health care team through provision of interactive
health information technology tools including online appointment requests, secure messaging,
and internet-based tools to provide self-learning and social support (Ahern et al., 2011).
Quality of Care Health Information Seeking
Background
Online reporting of quality of care data provides an important resource for patient
engagement and the stimulation of system-wide quality improvement (Faber et al., 2009). Public
reporting systems on health care quality and cost information became popularized by the success
of New York State’s annual report on risk-adjusted mortality following coronary artery bypass
graft surgery for state hospitals and surgeons beginning in 1989 (Chassin, 2002). This quality
reporting initiative prompted many hospitals to reexamine and improve their cardiac surgery
programs, which ultimately led to a significant decline in statewide mortality (Chassin, 2002).
Since the 1990s, public reporting of quality and cost information has been integrated into the
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activities of almost all US health care stakeholders, including federal and state governments,
nonprofit organizations, insurance companies, and hospitals (Commonwealth Fund, 2007).
Such quality and cost reports address the specific needs of five primary audiences: 1)
consumers of health care services gain information for health decision making, 2) providers
identify areas for performance improvement, 3) health insurance purchasers (e.g. employers)
select between health plans based on service quality, 4) health plans compare performance
benchmarks and costs with their competitors, and 5) policymakers monitor overall system
performance (Commonwealth Fund, 2007). Public reporting initiatives can improve overall
system quality by enabling patients to actively select transparent providers that uphold high
quality of care standards and efficiency (Sick & Abraham, 2011). With the aid of accessible
quality of care data, consumers are made aware of the large variation between the quality of
providers, and can make informed decisions about their trajectory of care (Faber et al., 2009). If
patients are increasingly selective about their health providers and plans based on public reports,
it is assumed that providers and plans will make performance improvements to remain
competitive and maintain their reputations, thereby accelerating system-wide improvement
(James et al., 2012). Economics theories (Stigler, 1961) and behavior change theories (Grol,
1997) underlie the key assumption that public reporting will advance system-wide health care
quality. According to economic theory, public reporting levels form information hierarchies
(Stigler, 1961). With accessible health care quality information, behavioral theories posit that
individuals and organizations are motivated to act on quality improvement (AHRQ, 2011).
To facilitate this positive change, over the past 30 years professional associations, federal
and state governments, and health care institutions have made significant investments in public
reporting systems that measure, analyze, and disseminate quality of care information (Sick &
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Abraham, 2011; Yegian et al., 2013). Online public reporting tools are often in the form of a
“report card” that allows for the comparison of health providers and plans according to their
costs, quality, and patient satisfaction scores (James et al., 2012) For example, Medicare’s
Hospital Compare website reports on quality measures related to cardiovascular events, surgical
care, and pneumonia in US acute care hospitals as well as patients’ assessments of staff
communication, responsiveness, and cleanliness (James et al., 2012). A significant number of
provisions related to public reporting were contained in the 2010 Patient Protection and
Affordable Care Act, including a national strategy for quality improvement that calls for public
reporting of performance measures on hospitals, physicians, insurance plans, and other health
care providers (Yegian et al., 2013). This important quality performance data, along with similar
comparison tools for individual physicians, nursing homes, and home health agencies, will be
made publically available on an annual basis at www.healthcare.gov (James et al., 2012).
The Consumer Side of Quality Reporting
Much to the dismay of those who celebrate the potential of health care quality reports,
quality of care data does not constitute the type of health information consumers most actively
seek online; US adults primarily search online for health information about a specific disease or
medical problem that they or someone they know might have, such as skin problems, allergies,
and heart disease (Pew Research Center, 2011). Despite significant efforts to put quality of care
at the forefront of consumer engagement, public reporting has not yet proved to be “conclusively
effective [at] stimulating consumers to choose their health care provider based on performance
information” (Faber et al., 2009, p.1). In fact, a 2008 Henry J. Kaiser Family Foundation report
found that only 30 percent of the American public had viewed any type of health quality
information in the past year, and only 14 percent actually used that information to compare the
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quality of different health providers or plans. After declining for years, the low percentage of
Americans who have seen and used quality information has now fallen to levels last recorded in
2000. Moreover, persistent communications inequalities are highlighted by the fact that
individuals with a higher SEP are most likely to say they have seen and used quality information
(Kaiser Family Foundation, 2008). Americans with lower SEP, who have the most to gain from
patient engagement through information seeking, are least likely to benefit with only 11 percent
of this population using quality information (Kaiser Family Foundation, 2008).
Without active information seeking and use of quality data by health care consumers, it is
unclear if public reporting on quality of care will have the desired impact on quality and costs
that investors and developers anticipate (James et al., 2012).
Barriers to Health Care Quality Information Seeking
Despite consumers’ minimal use of publically available health quality information,
research suggests that consumers do care about comparative quality information and are capable
of using this information to make informed health care decisions (Yegian et al., 2013). Many
factors have been attributed to the disjunction between the quality information consumers are
interested in and the low rates by which consumers actually utilize health quality reports.
Research has shown that consumers underutilize quality of care information primarily
because the information is inaccessible, incomprehensible, irrelevant and/or unfamiliar to those
in need (Yegian et al., 2013; James et al., 2012; Sick & Abraham, 2011; Hibbard et al., 2010).
Real and lasting engagement with consumers requires meeting patients on their own terms,
which are often unique to their changing health needs and experiences. To make a difference in
quality of care information uptake, producers need to prioritize the widespread promotion of
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their quality reports, and make their information easily accessible, comprehensible, and relevant
to their target audiences.
Consumer Awareness
Despite significant growth in the number of comprehensive quality of health care reports
available over the past 30 years, public awareness about these valuable resources has remained
low (Sick & Abraham, 2011; Yegian et al., 2013). Because provider quality information is
disseminated almost exclusively via the internet, and website producers rely primarily on word
of mouth and media press releases for publicity, many individuals are unaware that such quality
information exists (Harris & Buntin, 2008). Given the current state of digital inequalities, such
information is even less likely to be used by those from lower SEP groups who also suffer from
disproportionate burden of disease and who may have even greater need for such information
(Viswanath, 2006). Even amongst patients for whom the quality information available would be
extremely relevant, such as cardiac patients, awareness is consistently low (Harris & Buntin,
2008). Awareness also varies greatly by education, income, and health status, further
emphasizing the health communication gap that exists between individuals with high and low
SEP (Harris & Buntin, 2008), an example of communication inequalities (Viswanath, 2012).
Studies have shown that through an ongoing dialogue, employers and primary health care
providers can significantly increase consumer awareness of quality information (Abraham,
Feldman, & Carlin, 2004). Producers of validated health care quality information need to employ
effective dissemination and marketing tools available to reach their target audiences and increase
consumer awareness of these valuable resources.
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Consumer Context
Public reports on health care provider performance are often underutilized because they
fail to deliver relevant information in an appropriate context for their target audience (Shaller et
al., 2013). Shaller and colleagues (2013) suggest three factors that are common to health care
choices. First, the consumer’s emotional state may be influenced by how the medical context
evokes positive or negative emotions, such as hope or anxiety. Second, the consumer’s capacity
to interpret complexity, particularly intricate measures that incorporate quality, cost,
performance, and other attributes of provider practices, and many may be overwhelmed by the
need to interpret diverse types of information. Within this state, consumers may focus selective
attention on attributes shaped by past health care experiences instead of engaging with the full
range of available data. Finally, the consumer’s need for sources for trusted advice to make sense
of health care experiences may play a crucial role in their consumer engagement. Given these
factors, the authors provide practical tips for use, including 1) identifying a target audience for
decision making, 2) using emotional cues to engage consumers, 3) providing relevant content, 4)
integrating and summarizing information and measures, and 5) providing personal navigation
and support.
Consumers’ cultural context can also play a significant role in shaping their attitudes
toward quality information and common misconceptions held about U.S. health care. Many
citizens are simply unaware that significant variation exists in quality of care provided by
different US health providers, and often have preconceived ideas about how health care quality
can be easily identified (Sick & Abraham, 2011; Yegian et al., 2013). A recent study found that
consumers tend to assume more care, newer treatments, and more expensive care inherently
indicates “high-quality,” while in actuality, researchers assert that quality is best evidenced by
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the provision of efficient care with well-established clinical outcomes at relatively low costs
(Carman et al., 2010). Similarly, when a recent survey asked 1400 consumers to choose a health
care provider based on cost and quality data, most perceived that low costs indicated low quality
of health care services (Hibbard et al., 2012). Consumers consistently use this similarity heuristic
“because higher cost is typically equated with higher quality in most other consumer goods and
services” (Hibbard et al., 2012, p.561). To recognize and prioritize high-value health care
providers, consumers need significant visual cues in the presentation of quality reporting, namely
a clear display of cost information with easily interpretable quality data (Hibbard et al., 2012).
Accessibility of Quality Reports
Considering the overwhelming amount of health information available online, in addition
to being aware that quality reports are available and valuable in health decision-making,
consumers must also know where to access them. Health care quality information seekers face
information overload and significant “findability” barriers as evidenced by a recent study from
Sick and Abraham (2011). The researchers simulated a consumer’s search for quality
information on health providers, from an initial Google search to an analysis of the accessibility,
credibility, nature of the information encountered (Sick & Abraham, 2011). Conducting a
general Google search with such basic keywords as “doctor,”

“ratings,” “quality,” and

“hospital” yielded significant variation in the types of websites recommended, including some
websites that had little to do with health care (Facebook, Myspace, and YouTube). Using these
consumer-simulated search methods, the researchers were only able to identify 15 easily found
websites with information on health care quality, cost, or patient experience, and many of the top
sites lacked objective quality data. Most quality information websites were accessible free of
charge, but the source credibility of each website would likely be challenging for a consumer to
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determine as they may be unfamiliar with the difference between anecdotal reports versus
objective quality information. To ensure that evidence-based, validated health care quality
information is easily findable by consumers online, producers should ensure that key terms are
embedded in their resources and recognizable by search engines, as well as increase the number
of links to their pages from other popular sites (Sick & Abraham, 2011). Since this study was
published, Medicare’s Hospital Compare Quality of Care web resource has become the first
quality information tool listed on Google when a search for “quality hospital” is conducted
(accessed on February 24, 2014).
Measurement Issues
As previously discussed, how an organization conceptualizes, operationalizes, and
measures health care quality varies greatly. The National Quality Forum (NQF), a nonprofit
organization, has worked to build consensus for a definitive set of health care quality and
efficiency measures since the 1990s, and currently endorses 653 total measures (NQF, 2014).
Measures have evolved from a limited selection of performance measures to more concrete
indicators of favorable health outcomes (James et al., 2012). Providers have also successfully
advocated for measures that fairly reflect their performance by taking into account the risk
profile of the population they treat. Accordingly, hospitals that frequently attend to complex
medical problems within high-risk populations (e.g. in poor urban areas) are assessed fairly
compared to hospitals with low-risk populations (James et al., 2012).
While the breadth of NQF-endorsed quality measures available provide essential tools to
deepen researchers’ quality of care knowledge, the majority of quality measures require an
intermediate to advanced level of medical knowledge to interpret (e.g. “Fibrinolytic Therapy
received within 30 minutes of hospital arrival,” and “Venous Thromboembolism Prophylaxis”).
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These quality measures may resonate with quality experts and health professionals, but previous
research has demonstrated that most quality indicators are either too technical or too ambiguous
to be well understood by consumers (Hibbard & Jewett, 1997; Jewett & Hibbard, 1996). Health
care consumers often fail to comprehend key terms, are confused about whether high or low rates
of a measure indicate good performance, and misunderstand how particular measures relate to
quality of care (Hibbard & Jewett, 1997). Research has shown that consumers are most able to
understand measures of patient-centered care and least able to understand hospital effectiveness
indicators (Hibbard, Greene, & Daniel, 2010).
Dissonance between the results produced by quality data using different web resources
can be another source of confusion for health care information seekers. A 2008 study comparing
five widespread public reporting services in Boston, Massachusetts (Hospital Compare, HealthGrades, Leapfrog Group, US News and World Report, and Massachusetts Health Care Quality
and Cost) found inconsistent ranking of the top- and bottom-performing hospitals, primarily due
to variations in rating methods, reporting periods, and patient populations utilized to compare
hospitals on each site (Rothburg et al., 2008). Consequently, the authors argue that consumers
are more likely to be confused, rather than informed by, these public reporting services
(Rothburg et al., 2008).
Comprehension of Quality Reports
Numerous reports have documented the difficulties consumers have with understanding
and synthesizing the overwhelming amount of quality information available in various reports
(Faber et al., 2009). These comprehension issues pose a major challenge to producers of health
quality reports that aim to facilitate patient engagement. While complex medical information can
be challenging for anyone, it is those with low levels of literacy and numeracy that are the most
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significant cause for concern. The 2003 National Assessment of Adult Literacy found that only
12% of US adults have proficient health literacy skills, or the ability to obtain, process, and
understand basic health information and services to make appropriate health decisions (U.S.
Department of Health and Human Services (DHHS), 2008). This poses a significant barrier to
quality reporting as an individual’s health literacy level is one of the most influential factors
affecting their effective comprehension and use of quality of care information (Zwijnenberg et
al., 2012). Consumers tend to experience the most difficulty with unfamiliar medical terms and
quality-related outcomes, interpretations of quantitative measures (e.g. risk ratios, probabilities,
mortality trends), and complicated care processes (DHHS, 2008; Ancker et al., 2006).
To assist health care consumers, quality measures must be placed in context and written
in a way that makes it clear to consumers exactly what is being measured, why it is important,
and how to interpret a particular hospital’s measurement. By placing quality information in
context, consumers can more easily grasp how the application of such information can be useful
in their personal situation (Yegian et al., 2013). Contextual information also helps consumers
make more informed choices about their health care providers by illustrating correct
interpretations of quality data and correcting common misconceptions (Yegian et al., 2013). For
instance, Medicare’s Hospital Compare website offers extensive information for consumers on
how to compare various measures, including helpful interpretation tips such as “higher
percentages are better” (CMS, 2014). An online reporting environment is particularly valuable as
contextual information can be easily tailored to consumers with different levels of need; for
instance, offering links to “interpretation tips” in the page margins or a helpful reminder that
“higher costs do not necessarily imply higher quality” (Yegian et al., 2013). Research has also
found that providing patient experience measures can help consumers engage with more
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unfamiliar quality measures because they feel empowered to delve deeper into the quality report
(Yegian et al., 2013). To be appropriate for patient engagement, all public reporting efforts need
to carefully consider the literacy demands they pose to US consumers, and address the additional
needs of those with low prose, quantitative, or digital literacy skills (Hibbard & Jewett, 1995).
A strong advocate for contextualizing quality indicators, researcher Judith Hibbard has
dedicated the past fifteen years to testing approaches that engage consumers in their health care
processes. Recently, Hibbard and her colleagues Greene and Daniel (2010) investigated a
method to make the overall concept of health care quality more understandable for consumers
with the hope that participants would see greater value in the information as a result. The
researchers used an experimental design to test the effect of providing a quality framework on
understanding of quality of care. The framework developed to help consumers conceptualize
quality and what to consider when choosing a health care provider was based on the IOM 2001
definition that quality care is 1) effective, 2) safe, and 3) patient centered. The authors observed
that by providing participants with this contextual framework and by using plain language to
describe quality measures, consumers were better able to understand the information and see the
value in quality of care reports, compared to participants who were given a basic quality of care
report. The positive outcomes found in this study were observed for participants from all SEP
levels and demographic groups (Hibbard, Greene, & Daniel, 2010). Providing consumers with a
contextual framework for understanding is one effective tool that can be harnessed to engage
consumers in the use of comparative quality reports.
Relevance of Quality Reports
In addition to the comprehension issues consumers face, the measures summarized in
quality reports do not often resonate with consumers as important to their health care decision
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making. Consumers identify measures of patient experience and provider service quality as the
most relevant to their needs (Yegian et al., 2013), whereas performance measures of adverse
health outcomes, the most commonly reported quality measures, are viewed as least relevant
(Hibbard & Jewett, 1997). Additionally, the majority of health care quality reports provide
general performance data for hospitals or health plans, whereas consumers are most interested in
condition or procedure-specific information reported at the individual physician level (Yegian et
al., 2013). Multiple studies have suggested that future quality reports be as customizable as
possible to account for the many constraints consumers face in terms of their resources and
provider options (Faber et al., 2009). Such an expanded consumer choice model of public
reporting could sort and compare data by a wide range of individual factors, including health
care system characteristics (e.g. out-of-pocket costs, wait times, travel distance), type and source
of data (e.g. hospital aggregate, governmental, patient experience), and consumer characteristics
(e.g. age, health status, SEP) (Faber et al., 2009). Customizable, user-friendly tools may also
empower financially constrained, vulnerable populations to consider quality when selecting a
provider (Faber et al., 2009; Hibbard & Jewett, 1997).
Presentation of Quality Reports
Closely linked to the literacy barriers faced by information seekers are the presentation
and formatting issues plagued by many online health care quality reports (Damman et al., 2011;
Yegian et al., 2013; Harris & Buntin, 2008). While making quality information publicly
available online is relatively simple, presenting the information in a way that is useful to
consumers can be a significant challenge (Robert Wood Johnson Foundation (RWJF), 2010). To
be of value to quality of care information seekers, producers need to ensure that their health
quality reports are clear, concise, contextualized, and easy to use (RWJF, 2010). Careful
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consideration of how quality information is visually displayed can have a strong influence on
consumers’ ease of interpretation and use of the data, while inappropriate displays can
discourage and frustrate consumers (Yegian et al., 2013). Design strategies are most effective
when they capture the consumer’s attention, facilitate understanding of quality measures, and
empower the consumer to apply the information (RWJF, 2010).
In contrast to the leadership exhibited by organizations such as the NQF in standardizing
health care quality measurements, the presentation of quality information remains irregular
(Damman et al., 2011). To gain an overall understanding of which presentation techniques have
the greatest positive impact on consumer comprehension and decision making, a systematic
review was recently conducted by Hildon, Allwood, and Black (2012). The authors found that in
terms of consumer-friendly formatting of quality data, tables and pictographs were the most
conducive for comprehension and decision accuracy, except when consumers were faced with
complex data, in which case bar charts were more appropriate (Hildon, Allwood, & Black,
2012). Ultimately, the review emphasized the importance of consistency and clarity in visual
displays (e.g. use of colors and symbols), and called for clear instructions or decision aids to
assist consumers with interpretation (Hildon, Allwood, & Black, 2012). Visual complexity in
terms of overusing graphics, typefaces, and colors, and having an excessive amount of
information on one page often obscures and distracts consumers from the quality information
presented (Yegian et al., 2013). Most importantly, consumer-friendly presentation methods can
work to reduce health disparities: elderly individuals and those with low literacy and numeracy
skills benefit most from effective presentation in quality reports (Faber et al., 2009).
The Robert Wood Johnson Foundation (2010) drew from the research evidence to date to
compile a comprehensive guide for providers outlining how comparative information can be

33
displayed in a way that people can understand and use. The guide outlines the complexities of
presenting health care quality information, and how complexity can be addressed through the use
of symbols, word icons, explicit points of comparison, limiting the number of providers being
compared, rank ordering, and composite measures. Ultimately, the foundation recognizes seven
key recommendations for the presentation and formatting of quality reports moving forward:
•

keep information short, clear and easy to use;

•

address diversity in the target audience;

•

help consumers understand the fundamental features of their choices;

•

assist consumers in determining and differentiating their preferences;

•

minimize complexity by breaking the choice task into a series of small components;

•

help consumers understand why and how to use quality information; and

•

more information is not necessarily better (Harris & Buntin, 2008, p. 10).

Recommendations
Based on this review of consumers’ “quality of health care” perceptions, health
information seeking behaviors, communication inequalities and barriers to finding and using
quality information, the following are recommended approaches for producing and disseminating
health care quality information in an online environment:

•

Bridge the gap between health care provider and patient understandings of “quality of
care” by introducing quality measures that prioritize patient perspectives

•

Make quality reports accessible for consumers with a wide range of literacy, numeracy,
and digital literacy skills through the use of plain language and appropriate presentation
formatting
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•

Incorporate customization, contextualization, and interpretation tools into quality reports
to articulate how health care quality data can be meaningful to consumers’ health
decision-making

•

Improve the “findability” and consumer awareness of evidence-based health care quality
information from credible online sources

•

Empower patients across all socio-economic positions and racial and ethnic backgrounds
to use internet technology as a platform for shared decision-making and as a tool to
engage with both the management of their health care, and the management of their
health

It is only through these essential advancements in the accessibility, comprehensibility, and
relevance of quality of care information that consumer engagement and informed health care
decision-making can motivate systematic improvement in the quality of U.S. health care.
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