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he notion that a patient’s experience with health-

care should be a key component of how we gauge

healthcare quality is a relatively new phenome-
non. While strands of consumerism have existed in Ameri-
can medicine for generations, the shift toward formally
evaluating and, subsequently, valuing patients’ perceptions
of their care hias been a result of the widespread adoption of
validated tools.such as'the Hospital Consumer Assessment
of Healthcare Providers and Systems Survey (HCAHPS).
Although patient experience has started to serve as the ba-
sis for public reporting and pay-for-performance, its use for
judging quality has been met with a remarkable amount of
resistance. As the US healthcare system refocuses on value,
deciding how big of a role—if any—patients’ perspectives
should play in how we define value will become a crucial
question for policy makers and clinicians.

The use of patient-reported experience as a quality metric
in healthcare is controversial in that critics contend that its
inclusion as a key measure is driving institutions to focus on
the wrong priorities, thereby encouraging them to behave like
hotels instead of care delivery organizations."” The increasing
focus on these measures—by which we evaluate and pay for
health care—may shift provider attention away from the deliv-
ery of technically effective care, and instead focus on services
that are less clinically important. Critics further argue that shift-
ing incentives may even reduce the quality of care when patient
demands are diametrically opposed to good clinical practice,
such as prescribing antibiotics to a patient with viral syndrome
or narcotics to a patient at high risk for opiate dependence.

Advocates for patient experience measures counter that
the metrics are important in and of themselves: they are not
“soft” service measures that can be addressed through fanci-

er hospital lobbies or better food. Rather, they measure criti-
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The use of patient experience as a quality metric in healthcare
remains controversial. Clinicians have expressed concern that
incentives focused on patient experience may lead to lower qual-
ity care. However, empirical evidence from the United States and
abroad suggests that hospitals and ambulatory care providers
with higher patient satisfaction scores also perform better on
clinical process and outcome measures. While it may be that
high-performing providers simply have more resources to devote
to both patient experience and the technical aspects of care, we
suspect that these providers’ performance is also driven by a
conscious commitment to quality. As the country shifts toward
new payment models, we should encourage this type of commit-
ment to quality. Perhaps most importantly, improving the patient
experience will build trust in the healthcare system, guard against
withholding of services in the face of changing provider incen-
tives, and promote collaboration between clinicians and patients.
Therefore, patient experience measures should play a critical role
in how we judge high-quality, value-based care.
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Take-Away Points

Patient experience measures should be included in any quality measurement strategy:
B Evidence indicates that there is no tradeoff between clinical excellence and pa-

tient experience.

B Providers who perform well on patient experience also tend to score highly on

measures of care processes and outcomes.

B Encouraging positive patient experience will build trust in the healthcare system,
guard against withholding of services in the face of changing provider incentives, and
encourage patients to become accountable for and actively engage in their own care.

cal components of care that only patients can report, such
as whether pain was addressed effectively or if patients re-
ceived clear communication from physicians and nurses.
In an industry where the patient should be the primary
focus, the content of their experiences can help clinicians
to better mobilize around patient needs.

The Evidence

Although the debate has been lively and important, it
has largely been driven by anecdotes. There is, however,
a growing body of empirical work that should serve as
the basis for how patient experience fits into notions of
high-value care. These data should guide our approach to
incorporating patient experience measures into global as-
sessments of the quality of care delivered.

In a national study of US acute care hospitals, the in-
stitutions with the highest adherence to clinical guidelines
and evidence-based processes of care also had substan-
tially better scores on patient experience metrics compared
with hospitals with lower levels of adherence to guideline-
based care.’ These patterns apply to outcome measures as
well, since hospitals with the lowest risk-adjusted mortality
rates for acute myocardial infarction tend to have the high-
est patient experience scores. There is a similar pattern for
surgical care: hospitals that score the highest on patient
experience metrics have, on average, lower mortality rates,
lower readmission rates, and greater adherence to process
measures for common major surgical conditions.’ Similar
studies have been replicated in ambulatory-care practices
and in healthcare settings outside the United States, such
as in the United Kingdom.® High-quality hospitals and
physicians appear to focus on not only technical excel-
lence, but also on how their care is perceived by patients.
The totality of the evidence is strong and reasonably con-
sistent: there need not be any tradeoff between delivering
technically excellent care and delivering care that is atten-
tive to the needs and expectations of the patient.

What explains these relationships between patient ex-
perience and clinical quality? First, some healthcare orga-

nizations simply have more resources than others. These

additional resources may allow for more
staff to be hired, which would then provide
physicians with more time to explain clini-
cal decisions to patients and allow nurses
to respond more quickly to patient needs.
These organizations, simply by having more
resources, may give physicians and nurses
the opportunity to be both effective and pa-
tient-centered in ways that patients perceive
as important. A closely related, but differ-
ent, explanation is that high-quality institutions prioritize
and closely monitor not only the technical aspects of qual-
ity such as adherence to evidence-based guidelines of care,
but also the more interpersonal components such as those
measured by patient experience metrics. In this type of in-
stitution, high performance in these 2 areas is driven by
intention, not as a by-product of having more resources.
These organizations might pay closer attention to a broad
set of activities that ensure that patients have both good
outcomes and a positive experience. Monetary resources
may facilitate reaching this goal, but it need not be depen-
dent on being well-resourced; instead, we suspect that the
strong, consistent relationship between patient experience
and technical measures of quality likely reflects both of
these mechanisms. Performance on patient experience and
clinical measures may be complementary by nature, or the
inputs required to excel in both may be one and the same.

Beyond their intrinsic importance and their comple-
mentarities with other quality measures, there is 1 more
important reason for including patient experience in
value-based payment programs: holding physicians and
hospitals accountable for patient experience builds trust
in the healthcare system from the perspective of the pa-
tient, guards against the withholding of vital services, and
promotes collaborative practice between clinicians and
patients. When patients have a better experience, they
are more likely to adhere to treatments, return for follow-
up appointments, and engage with the healthcare system
by seeking appropriate care.” As healthcare systems are
asked to take a more “global” perspective on patient care,
focusing not only on the episode of care, but also on the
continuum of the clinical relationship, these metrics will

become increasingly important.

Patient Experience and Value-Based Payments
Given the obvious face validity of patient experience
measures and the evidence that, for most healthcare or-
ganizations, there is no tradeoff between patient experi-
ence and technical measures of quality, patient experience

scores should be a part of any value-based payment pro-
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gram. CMS recently announced the launch of Hospital
Compare Star Ratings, based on HCAHPS, in order to
help patients to better choose hospitals and understand
the quality of inpatient care. Beyond public reporting, pol-
icy makers have signaled that over the next several years,
the majority of Medicare payments will be tied, at least in
part, to value-based payments.® With an established link to
technical quality, patient experience metrics should play a
critical role in how we judge high-quality, value-based care.

As patient experience takes on a larger role, mea-
surement tools may need to adapt to changing practice
environments and patient needs. Beyond the HCAHPS
survey, clinicians and policy makers will need metrics that
capture real-time patient experience data and offer the
opportunity for feedback that allows for more active it-
eration of practices. The scoring of these metrics will also
require refinement and flexibility in order to ensure that
we are attuned to the idea that different patients may val-

ue certain aspects of their experience more than others.

Given the evidence, the question should no longer
be whether to use patient experience scores to assess the
quality of healthcare services, but rather, how much to
prioritize it among other emerging measures of value-
based payment. For good clinicians, these metrics should
confirm their superior performance; for the broader
healthcare community, the focus should be on how to
best assess, understand, and use these data in ways that
will help all clinicians to provide more responsive care to
patients. Paying attention to patient experience is not just

good policy—it’s good medicine.
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