
On August 22, 2006, President Bush
issued an executive order on “trans-
parency of healthcare quality and pric-
ing.”Michael Leavitt, secretary of Health
and Human Services, stated the ratio-
nale for such an order, saying, “People
deserve to know what their healthcare
costs, how good it is, and the choices
available to them.” (WSJ, 8/23/2006).

At first blush, many of us applaud
and embrace this executive order.
Implicit in this embrace however, may
be a disdain of transparency’s oppo-
site—opacity. Closer inspection reveals
that transparency and opacity are two
sides of the same coin,and that the inter-
relationship between the two is substan-
tially more complex than it initially
appears.On the one hand, in order to act
in a rational way, reliable and credible
information is required (transparency),
but on the other hand, trade secrets and
other forms of intellectual property are
important assets of healthcare products
and services we enjoy and accordingly
must be protected (opacity).

Opacity is something that at times
we abhor and at other times we savor. It
merits careful attention and is much
more complex than a facile value assess-
ment of “good” or “bad.” Designations
of this sort make little sense without a
consideration of context.

Imagine, for example, playing
poker without opacity. What fun is
poker if you know the cards your fel-
low players are holding, and they know
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the cards in your hand? It
makes the game hollow
and boring. If a player
inadvertently shows you a
glimpse of his cards, you
would remind him to
keep his cards close to
ensure a more fair and
sporting game.

On the other hand,
the rules of the game
must be clear and accept-
able to both players: how
many cards make up the
deck, how many cards
must be dealt in a certain
game and whether three
of a kind beats two pair
and a straight beats three
of a kind and so forth, so
we can play the game
with continuity and con-
sistency. In essence, while we must be
transparent about the rules and gener-
alities of the games, we must keep cer-
tain specifics (who holds which cards)
opaque.

Indeed, we believe there is a lack of
clarity, if not opacity, to the trans-
parency issue! To state it simply,
“transparency” is not always good,
and “opacity” is not always bad. A pre-
liminary question is whether trans-
parency should mandate unlimited
and unrestrained access to all there is
to know. Unlimited transparency
means no more trade secrets, protect-
ed algorithms, or certain forms of
intellectual property … and no more
poker. Throw in hide-and-seek with-
out “opacity” and we generate cross-
generational grieving of the loss of
something previously enjoyed.

Thus, we require some transparency
with our opacity, and vice versa. The

methods employed in deriving a cer-
tain outcome or result must be both
transparent and easily accessible—for
in the absence of transparency we can-
not examine or understand how a cer-
tain result is achieved or a given claim
is justified. Let’s be clear about what
should be transparent.

Guiding Ethic
Bottom line: neither total disclosure
nor total opacity are acceptable or,
for that matter, realistic. Establishing
a guiding ethic to offer some logic,
process, and justification of how we
handle these matters is in order. Such
a guiding ethic should not only
define how we determine right,
wrong, and propriety, but also
should serve as a common thread to
interweave our actions with the
essence of who we are and what is
demanded of us.

Opacity is something
that at times we

abhor and at other
times savor.
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That being the case, we must also
look more carefully at this trans-
parency/opacity interplay and ask,
“What does this have to do with
healthcare?” A great deal, it turns out.
The products and services of health-
care services, not covered by patents
(patents are for commercial prod-
ucts, i.e., many prescription drugs, or
services that are both legally trans-
parent and proprietary), are often
based on other forms of intellectual
property and are covered by non-dis-
closure agreements or licenses. One
example is the “predictive modeling”
tools that assist with assessing the
risk of individuals developing dis-
ease-related costs. These are legiti-
mate assets in healthcare companies.
To put it another way, the internal
operations of these products and ser-
vices are protected from disclosure by
the legitimate principle of opacity,
akin to the cards in one’s poker hand.
However, the “secret sauce” of these
protected products and services must
NOT also include the methods and
metrics by which these services are
evaluated for impact. These rules of
impact evaluation, like the rules of
poker, must be “patently” transpar-
ent. Certainly most would agree that
we can enjoy that flavorful chicken
with its secret sauce, but the methods
by which we assess its value com-
pared with other chicken products
with their own secret sauces has to be
transparent to the public. This
means, for example, that the scores of
the risk adjustment models must be
transparent, so we can compare one
tool against the next.

The transparency of quality met-
rics in healthcare—per Bush’s execu-
tive order—is essential to evaluating
the impact of different healthcare
products and services and must be
followed by a transparent (and repli-
cable) methodology for comparing
and evaluating different products and
services. The actual value of these
quality metrics can be changed by
many different causal factors that
occur at the same time (e.g., disease
management, quality improvements

in hospitals, payment for perfor-
mance programs for doctors and hos-
pitals, the advent of electronic
medical records, medical school
training, better risk adjustments algo-
rithms, etc.). Moving from method
and methodology to fairness, and an
ethical assessment of intermediate
outcomes or degrees of contributions,
is a critical step that is often ignored.
Currently, we’ve seen multiple parties
each taking 100% credit for the
changes that occur, for example, in
HEDIS® metrics. That’s not fair! Eye-
brows and suspicion would be raised
if more than 100% benefit, in toto,
were being claimed.

We must develop and agree on
standards for fairness as well as for the
credit we give to an individual, activi-
ty, or intervention for its contribution
to a given result. This must serve as a
critical component of our guiding
ethical framework. The manner in
which our personal values harmonize
or conflict with such a framework
should be subordinated to “reverence”
for the way we make and support
claims. We need norms to determine
“conformity of action.”

A foundation for the ethics of
measurement must be developed. It
must begin with transparency of
quality (and other measures), but is
not complete without transparency
of methods—even when the business
processes by which outcomes are
achieved remain opaque. Fairness as
an ethical principle must drive met-
rics and methodology. As the ancient
Greek philosophers reminded us,
“Knowledge and Ethics are inextrica-
bly linked.” While healthcare prod-
ucts and services may be opaque,
metrics and methodology that stand
behind the relative benefits (includ-
ing quality) of these products must
be transparent. ❙PSQH
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Let’s be clear about 
what should be 
transparent.

Executive Order: Promoting Quality and
Efficient Health Care in Federal Government
Administered or Sponsored Health Care
Programs. www.whitehouse.gov/news/
releases/2006/08/20060822-2.html
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