
Are Patient Satisfaction Instruments
Harming Both Patients and Physicians?

Patient satisfaction surveys have become a mainstay of
the health care experience. Patients have become accus-
tomed to responding to surveys, physicians attentively
monitor their aggregate satisfaction scores, and public
payers reward physicians and institutions with strong re-
sults. This reliance comes from good intentions. Patient
satisfactionisanintegralelementofcare,andscholarshave
argued that positive patient experience represents an im-
portant quality dimension not captured in other metrics.1

However, there is an important difference between
patient experience as a component of quality and the mea-
surement tools used to assess patient experience in clini-
cal care. Measures can lose value as they age, and just like
the Google search algorithm, patient satisfaction mea-
surement strategies need to be updated to remain use-
ful. For patient experience measures, the issue is whether
the measures being used in clinical care accurately reflect
clinical performance and support efforts to improve the
patient experience. We suggest that prevailing patient
satisfaction surveys fail these critical questions and are not
“fit for purpose”2 in evaluating physician performance.

Patient Satisfaction as a Value and as a Measure
Patient satisfaction is an essential component of quality.
Studies have found that higher patient satisfaction scores
are correlated with desirable health outcomes, such as
lower rates of 30-day readmission3 and mortality.4 These
studies evaluate ratings of patient experience across large
populations, not surveys used as a measure of individual
physician performance.

However, more recent studies have found that ef-
forts to increase mean patient satisfaction scores are
either ineffectual or counterproductive when evalu-
ated as a measure of physician performance.5 One fa-
mous study, cleverly named “The Cost of Satisfaction,”
found that the patients giving the highest satisfaction
ratings exhibited higher costs of care and had higher mor-
tality than those offering lower satisfaction ratings.6

Most instruments were developed more than 20
years ago and were based on survey design constructs
that originated in a world of paper-based, mailed sur-
veys. These tools were optimized to evaluate patient ex-
perience as a broad component of care quality. But when
Medicare and private plans started using these same
scales to measure and evaluate individual physicians
and reward those with superior scores, the underlying
limitations of these instruments became more appar-
ent. Although they may measure some elements of the
patient experience, they are not responsive to the per-
formance of individual physicians or care teams. These
instruments have become unable to reflect or inform
meaningful differences in care, and physicians struggle
to respond to this method of evaluation.

As an illustration, we gathered raw data from the
Clinician and Group Consumer Assessment of Healthcare
ProviderandSystems(CG-CAHPS)surveyfor2015to2019.
This instrument helps to determine bonus payments un-
der Medicare’s Merit-based Incentive Payment System
(MIPS) program. Patients asked to rate their outpatient
physician overwhelmingly respond with the highest pos-
siblerating,withnearly60%ofall respondentsgivingtheir
physician a perfect 10 out of 10, with a mean rating of 9.16
(SD, 1.5) (Figure). Given such skewed results, small pertur-
bations in scores can result in significant changes in the
ranking of physicians within a practice or nationally, caus-
ing percentile rankings effectively to become random.
Nonetheless, MIPS bases some bonus payments on
marginal relative differences in CG-CAHPS scores. If the
CG-CAHPS scores approximately represent the distribu-
tion of scores across clinicians, a ranking system could pe-
nalize physicians who earn a perfect score from a major-
ity of their patients but nonetheless find themselves in the
bottom 50% of providers.7 The Medicare Access and CHIP
Reauthorization Act of 2015 states that “…such perfor-
mance threshold for a year shall be the mean or median (as
selected by the Secretary) of the composite performance
scores for all MIPS-eligible professionals with respect to a
prior period specified by the Secretary” (§1395w-4[q][6]).

It is precisely because results are so skewed that,
paradoxically, patient survey responses have such an out-
sized effect on behavior. Imagine a clinician who treats
120 patients each month and enjoys a mean patient rat-
ing of 9.5, well above the national mean. With a survey
response rate of 20%, it takes only 1 disgruntled pa-
tient giving a score of zero to cause the clinician’s mean
score to plummet below 9.1. Perhaps it is this fear of the
disgruntled patient that explains the systemic costs of
patient satisfaction surveys. Patients who received dis-
cretionary services such as advanced imaging for acute
back pain8 and incurred higher costs of care5 have been
shown to provide higher mean satisfaction scores.

Implications From Management Science
Forcing physicians to compete for bonus payments un-
der a topped-out measure such as CG-CAHPS induces
stress and burnout.9 This is not a criticism of valuing pa-
tient satisfaction as a priority nor a criticism of using sur-
vey methods to assess patient satisfaction; it is a state-
ment about the failure of a specific measurement system.

Patient satisfaction scores may have been well
constructed psychometrically, but no static measure
can retain utility for long in a setting such as a ranked
pay-for-performance system. Professionals or their
consultants learn from or engineer efforts to boost
measured performance. This sets off a competition for
the best-resourced individuals to drive metric-based
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performance, often with exacting focus on factors wholly insignifi-
cant to physiologic health but potentially useful in climbing up the
percentile ladder. In other words, scores can be improved with
ever-greater investment of resources even if no meaningful clinical
benefit is achieved. This counterintuitive result comes from a fail-
ure to retire metric-based assessments when they are no longer
able to provide meaningful information for clinical care.

The management literature is familiar with the downside of high-
stakes measurement systems when the underlying metrics offer no
insights into collective performance improvement. One of the lead-
ing scholars in the field of performance management, W. Edwards
Deming, warned that

[t]he merit rating nourishes short-term performance, annihilates
long-term planning, builds fear, demolishes teamwork, [and] nour-
ishes rivalry and politics. It leaves people bitter, crushed, bruised,
battered, desolate, despondent, dejected, feeling inferior, some
even depressed, unfit for work for weeks after receipt of rating, un-
able to comprehend why they are inferior. It is unfair, as it ascribes
to the people in a group differences that may be caused totally by
the system that they work in.10

This critique is as apt for the clinical setting as it is for the fac-
tory floor, and yet momentum for value-based payment and pay-
for-performance schemes continues to proliferate across the health
sector. Concurrent with the increasing use of these approaches, ever-
higher rates of physician burnout and distress are occurring, ex-
actly as anticipated by Deming.

Conclusions
Patient satisfaction remains an important component in the qual-
ity of care, and physicians widely agree that they should make a con-
certed effort to improve communication and care coordination. But
current high-stakes use of static patient experience instruments ren-
ders them at best meaningless and at worst responsible for physi-
cian burnout, bad medical care, and the defrauding of health insur-
ers by driving up use. Public and private payers should seriously
reconsider relying on these surveys to influence quality assess-
ment and payments. At a minimum, the Medicare Payment Advi-
sory Commission should annually evaluate the performance of qual-
ity measures such as CG-CAHPS to ensure that they remain fit for
purpose. Without reform, current survey practices might continue
inflicting burnout on physicians and bad medical care on patients.
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Figure. CG-CAHPS 2015-2019 Provider Ratings
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CG-CAHPS indicates Clinician and
Group Consumer Assessment of
Healthcare Provider and Systems.
The survey states: “Using any number
from 0 to 10, where 0 is the worst
provider possible and 10 is the best
provider possible, what number
would you use to rate this provider?”
Providers in this survey refer to
clinicians, particularly physicians.

Data from the Agency for Healthcare
Research and Quality through a data
use agreement with Duke University.
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