
By Lawrence P. Casalino, David Gans, Rachel Weber, Meagan Cea, Amber Tuchovsky, Tara F. Bishop,
Yesenia Miranda, Brittany A. Frankel, Kristina B. Ziehler, Meghan M. Wong, and Todd B. Evenson

DATAWATCH

US Physician Practices Spend
More Than $15.4 Billion Annually
To Report Quality Measures
Each year US physician practices in four common specialties spend, on average, 785
hours per physician more than and $15.4 billion dealing with the reporting of quality
measures. While much is to be gained from quality measurement, the current system is
unnecessarily costly, and greater effort is needed to standardize measures and make them
easier to report.

T
he number of quality measures di-
rected at US health care providers
by external entities such as Medi-
care, Medicaid, and private health
insurance plans has increased rap-

idly during the past decade.1–3 These measures,
such as rates of mammography screening for
women or of testing for cholesterol or hemoglo-
bin A1c levels for diabetes, are used to provide
publicly reported information for patients andas
a basis for financial “pay-for-performance” in-
centives to physicians. At least 159 measures of
outpatient physician care are now publicly avail-
able.1 The movement toward accountable care
organizations, the federal Sustainable Growth
Rate “fix” legislation,4 and the private-sector
Catalyst for Payment Reform coalition will fur-
ther emphasize measurement of physician per-
formance.5

Anecdotally, dealing with these measures im-
poses a considerable burden on physician prac-

tices in terms of understanding the measures,
providing performance data, and understanding
performance reports frompayers,6 but theextent
of that burden has not been quantified.7We pres-
ent results from a national survey of practices
representing three common physician specialty
and multispecialty practices.
Practices reported that their physicians and

staff spent 15.1 hours per physician per week
dealingwith external qualitymeasures including
the following: tracking quality measure specifi-
cations, developing and implementing data col-
lection processes, entering information into the
medical record, and collecting and transmitting
data (Exhibit 1). This is equivalent to 785.2 staff
and physician hours per physician per year. The
average physician spent 2.6 hours per week
(enough time to care for approximately nine ad-
ditional patients) dealingwith qualitymeasures;
staff other than physicians spent 12.5 hours per
physician per week dealing with quality mea-

Exhibit 1

Hours spent per physician practice per week dealing with external quality measures, 2014

SOURCE Authors’ analysis of responses to web-based survey of physician practices conducted for this research.
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sures, with the largest proportion (6.6 hours) by
licensed practical nurses and medical assistants
(Exhibit 2).
Theperphysician timespentbyphysiciansand

staff translates to an average cost of $40,069 per
physician per year (Exhibit 3), or a combined
total of $15.4 billion annually for general intern-
ists, family physicians, cardiologists, and ortho-
pedists in the United States. (See online Appen-
dix A1 for the methodology we used to calculate
costs.)8 Eighty-one percent of practices reported
that they spentmoreormuchmoreeffort dealing
with external quality measures compared to
three years ago (Exhibit 4). However, only
27 percent believed that current measures were
moderately or very representative of the quality
of care.
External entities measure practices’ perfor-

mance using both claims data and data that prac-
tices directly provide, such as patients’ blood
pressure levels.9 These entitiesoften specifymea-
sures slightly differently than each other for the
same area of performance. For example, for dia-
betes care, the Medicare Shared Savings Pro-
gram metric for poor diabetes control is hemo-
globin A1c at or below 8 percent, whereas most
health plans use the Healthcare Effectiveness
Data And Information Set (HEDIS) standard of
at or below 9 percent.10(p1458) This complicates
practices’ data collection, reporting, and review
processes.1,10 State and regional agencies cur-
rently use 1,367 measures of provider quality,

of which only 20 percent are used by more than
one state or regional program.11 A study of twen-
ty-three health insurers found that 546 provider
quality measures were used, few of which
matched across insurers10 or with the 1,700mea-
sures used by federal agencies.1

Study Data And Methods
Data Source In November 2014 we used the
Medical Group Management Association
(MGMA) database to invite 1,000 randomly se-
lected practices to respond to a confidential web-
based survey, including 250 practices from each
of four specialty types: cardiology, orthopedics,
primary care (familymedicine and general inter-
nal medicine), and multispecialty practices that
included primary care.
We developed the survey based on our review

of the literature; on a survey previously used to
estimate the cost to practices of interacting with
health insurers;12 and on interviews with ten
leaders of medical groups, medical societies,
health plans, evaluators of quality measures,
and relevant federal agencies. The survey (Ap-
pendixA2)8wasdesigned tobe completedonline
by a leader in each practice and focused on time
spent by physicians and other staff on specific
activities related to reporting and inspecting
quality data; questions also addressed practice
leaders’ perceptions of the utility of the mea-
sures. A total of 394 practices responded (raw

Exhibit 2

Mean hours spent on specific activities related to external quality measures per physician per week, 2014–15

Total
effort

Entering
information

Reviewing quality
reports from
external entities

Tracking quality
measure
specifications

Developing and
implementing
processes to
collect data

Collecting and
transmitting data to
be used in quality
measurement

Physicians plus staff 15.1 12.5 0.5 0.7 0.8 0.7
Physicians 2.6 2.3 0.1 0.1 0.1 0.0
Staff 12.5 10.2 0.4 0.6 0.7 0.7
Nurse practitioners and
physician assistants 0.9 0.8 0.0 0.0 0.0 0.0

Registered nurses 1.4 1.3 0.0 0.0 0.0 0.0
Licensed practical
nurses and medical
assistants 6.6 6.1 0.1 0.1 0.1 0.3

Administrators 0.9 —

a 0.2 0.3 0.3 0.2
Information technology
experts and
electronic health
record programmers 0.3 —

a 0.0 0.1 0.1 0.0
Billing/coding and
medical records
staff 2.3 2.0 0.1 0.1 0.0 0.1

SOURCE Authors’ analysis of responses to web-based survey of physician practices conducted for this research. NOTE Statistical significance testing was not performed on
the values in this exhibit. aNot applicable.
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response rate, 39.4 percent); after adjustment
for practices that were ineligible because they
were not the correct specialty type or were not
contactable by phone or e-mail, the response
rate was 54.3 percent.13

Methods Appendix A1 presents details of our
analyticmethods.8Briefly,wedevelopedperphy-
sician per week estimates of the time spent by
physicians and various types of staff on six cate-
gories of activity related to external quality mea-
sures. We converted these time estimates into
estimates of the cost to practices of dealing with
external quality measures. When making com-
parisons, we used t-tests to compare means.

Limitations This study had multiple limita-

tions. First, the sample was limited to MGMA
members. However, theMGMAmembership list
is extensive, including approximately 33,000
medical practice leaders.14 MGMA data have
been used and cited as being reasonably nation-
ally representative by such authoritative organ-
izations as the Medicare Payment Advisory
Commission.15 Second, we included only four
specialty practice types—but these are common.
Third, our response rate was relatively low, al-
though this in itself does not necessarily lead to
bias.16 Fourth, practices having stronger nega-
tive feelings about quality measures may have
beenmore likely to respond to the survey, which
would likely bias upward our estimates of the

Exhibit 3

Average amount spent per physician per year dealing with external quality measures, 2014–15

Physicians

Nurse
practitioners
and physician
assistants

Registered
nurses

Licensed
practical
nurses and
medical
assistants Administrators

IT experts
and EHR
programmers

Billing/coding
and medical
records staff Total

All specialties $19,494 $2,840 $1,966 $7,288 $5,262 $630 $2,588 $40,069
By specialty
Primary care 22,049 4,208 2,702 9,119 8,872 785 2,733 50,468
Cardiology 20,826 1,792 1,656 5,019 2,896 394 2,342 34,924
Orthopedics 15,585 1,963 1,320 6,713 2,690 612 2,589 31,471

SOURCE Authors’ analysis of responses to web-based survey of physician practices conducted for this research. NOTES National cost estimates do not include
multispecialty practices because of the difficulty of estimating costs for these practices. Appendix A1 provides details on the conversion of hours to dollars per
year (see Note 8 in text). p ¼ 0:13 comparing cardiology to primary care; p ¼ 0:07 comparing orthopedics to primary care. IT is information technology. EHR is
electronic health record.

Exhibit 4

Physician practices’ perceptions of external quality measures, 2014

SOURCE Authors’ analysis of responses to web-based survey of physician practices conducted for this research. NOTES Responses
were on a 5-point Likert scale. For example, for the first item, respondents chose between responses ranging from “not at all repre-
sentative of the quality of care” to “very representative of the quality of care.” QI is quality improvement.
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time spent on dealing with measures.
Fifth, all estimates came from a single individ-

ual in eachpracticewhohad the challenging task
of estimating the time spent by different catego-
ries of practice staff on various tasks. We made
our estimates more conservative by trimming
outlier values (see Appendix A1 for details).8 Di-
rect observation would have been more precise
but extremely time consuming and expensive
even if carried out only in a small number of
practices. Sixth, our cost estimates per physician
did not include costs to practices of information
technology or office space devoted to dealing
with quality measures. Finally, our national cost
estimates did not include multispecialty practic-
es because of the difficulty of estimating costs for
those practices.

Study Results
At least 90 percent of practices in each specialty

received data on quality from external entities;
between70.9percent (orthopedics) and91.7per-
cent (primary care) of practices expended effort
dealing with external quality measures (Exhib-
it 5). On average, physicians and staff spent a
total of 15.1 hours perphysicianperweekdealing
with quality measures, with the average physi-
cian spending 2.6 hours per week and other staff
spending 12.5 hours (Exhibits 1 and 2).
By far the most time—12.5 hours of physician

and staff timeper physician perweek—was spent
on “entering information into the medical rec-
ordONLY for thepurposeof reporting for quality
measures from external entities” (Exhibit 2).
The average physician spent 2.3 hours per week
entering this information. Licensed practical
nurses and medical assistants spent the largest
amounts of time—6.1 hours per physician per
week—entering information.
Primary care physicians spent 3.9 hours per

week dealing with quality measures, compared

Exhibit 5

Characteristics of responding physician practices surveyed about external quality measures, 2014–15

No. of physicians in practice

1–9 10–19
20 or
more

Physician-
owned
practice

Use an EHR
system

Receive data on
quality from
external entities

Expend effort to provide data for
quality measurement to external
entities and/or review reports
from external entities

Primary care 81.8% 11.6% 6.6% 94.2% 91.7% 97.5% 91.7%
Cardiology 50.0 29.0 21.1 82.9 90.7 96.1 84.2
Orthopedics 48.5 33.0 18.5 98.1 84.3 90.3 70.9
Multispecialty 21.3 19.2 59.6 87.2 96.8 98.9 90.4
All practices 52.5 22.3 25.1 91.4 90.8 96.1 84.5

SOURCE Authors’ analysis of responses to web-based survey of physician practices conducted for this research. NOTES N ¼ 394. For primary care, n ¼ 121. For cardiology,
n ¼ 76. For orthopedics, n ¼ 103. For multispecialty, n ¼ 94. EHR is electronic health record.

Exhibit 6

Mean hours spent per physician per week in dealing with external quality measures, 2014–15

Total
effort

Entering
information

Reviewing quality
reports from
external entities

Tracking
quality measure
specifications

Developing and
implementing
processes to
collect data

Collecting and
transmitting data
to be used in quality
measurement

Physicians and staff

Primary care 19.1 15.3 0.8 1.1 1.1 1.0
Cardiology 10.4a 8.4 0.4 0.4 0.5 0.7
Orthopedics 11.3b 10.0 0.3 0.3 0.5 0.5
Multispecialty 17.6 14.7 0.7 0.8 0.8 0.7

Physicians only

Primary care 3.9 3.4 0.2 0.1 0.2 0.1
Cardiology 1.7 1.6 0.1 0.1 0.0 0.0
Orthopedics 1.1 1.1 0.0 0.0 0.0 0.0
Multispecialty 3.0 2.6 0.2 0.1 0.1 0.0

SOURCE Authors’ analysis of responses to web-based survey of physician practices conducted for this research. NOTES The full table, including all types of staff, can be
found in Appendix A3 (see Note 8 in text). p values were calculated only for differences between primary care and other specialties for the total effort figures. ap ¼ 0:028
for difference from primary care. bp ¼ 0:05 for difference from primary care.
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to 1.7, 1.1, and 3.0 hours for cardiologists, ortho-
pedists, andphysicians inmultispecialty groups,
respectively (Exhibit 6). Primary care practices
spent 19.1 hours of physician and staff time per
physician per week dealing with quality require-
ments of external entities; cardiology, orthope-
dic, andmultispecialty practices spent 10.4, 11.3,
and 17.6 hours per physician per week, respec-
tively. Time spent varied little by practice size
(Appendix A3).8

The time spent by physicians and staff trans-
lates to an average cost to a practice of $40,069
per physician per year (Exhibit 3). Primary care
practices spent $50,468, compared to $34,924
for cardiology practices and $31,471 for orthope-
dics practices. If the dollar amounts per physi-
cian per year are multiplied by the number of
general internists, family physicians, cardiolo-
gists, and orthopedists in the United States,
the total amount spent annually by physician
practices in these specialties dealing with exter-
nal quality measures is $15.4 billion (Appen-
dix A1).8 The total amount spent by physicians
in all specialties would be higher.
Eighty-one percent of practices reported that

the effort they spent on quality measures was
increasing compared to three years ago (Exhib-
it 4). Forty-six percent reported that it was a
significant burden to deal with measures that
were similar but not identical to each other. Only
27 percent believed that current measures were
moderately or strongly representative of the
quality of care. Just 28 percent used their quality
scores to focus their quality improvement activi-
ties. Specialty practices—especially orthopedic

practices—were much less likely than primary
care or multispecialty practices to report that
measures were representative of quality or to
use them to focus their attempts to improvequal-
ity. Comments from specialist respondents—
especially orthopedic practices—argued that
most quality measures were relevant for primary
care but not for their specialty (Appendix A4).8

In the free-text section of the survey, 228 prac-
tices (58 percent) provided 308 comments. Five
major themes recurred: the burden of current
measurement requirements on small practices,
recommendations to havemeasures that are uni-
form across entities, the need for specialty-
specific measures, the need for measures that
better represent quality, and the need to easily
and accurately extract data from electronic
health records (EHRs) (see Appendix A4).8

Discussion
The cost to physician practices of dealing with
qualitymeasures ishighand rising.Our timeand
cost estimates of 15.1 hours per physician per
week and $15.4 billion per year for the specialties
included are much higher than those from a
2006 survey that included a single question
about quality measures and from two early stud-
ies of small numbers of practices.12,17,18 Themeth-
ods used across the studies varied; in addition,
the burden of dealing with quality measures has
almost certainly increased since they were con-
ducted.
There is much to gain from quality measure-

ment, but the current system is far from being
efficient and contributes to negative physician
attitudes toward quality measures.19 Improving
the system rapidly will be difficult. Obstacles
include the fragmented US health care system,
lack of interoperability across EHRs, lack of EHR
functionalities to facilitate retrieval of data for
quality measures, the cost of change to external
entities and to providers, and opposition from
vested interests.5 Increasing efforts to reduce the
number ofmeasures and to standardize their use
across external entities are being made by the
National Quality Forum, the Institute of Medi-
cine, and America’s Health Insurance Plans, as
well as by federal agencies such as theCenters for
Medicare andMedicaid Services and the Agency
for Healthcare Research and Quality.5,20–23 Our
data suggest that US health care leaders should
make these efforts a priority. ▪
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