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While patient-satisfaction surveys have a 
valuable place in evaluating health care, 
“patient satisfaction” is a term that re-

mains poorly defined. Moreover, the current institu-
tional focus on patient satisfaction1 could eventually 
compromise the quality of health care while simulta-
neously raising its cost. In this paper, we begin with 
an overview of the concept of patient satisfaction. 
Next, we trace the evolution of patient-satisfaction 
surveys, including both their useful and problematic 
aspects. We then describe the effects of patient-satis-
faction surveys, the most troubling of which may be 
their influence on the behavior of health profession-
als. The pursuit of high patient-satisfaction scores 
may actually lead health professionals and institu-
tions to practice bad medicine by honoring patient 

requests for unnecessary and even harmful treat-
ments. Patient satisfaction is important, especially 
when it is a response to being treated with dignity 
and respect. Nonetheless, some uses and conse-
quences of patient-satisfaction surveys are problem-
atic and may actively mislead health care.

Before we begin our discussion of patient-sat-
isfaction surveys, we identify three different ways 
patients may be “satisfied.” First is the provision of 
medically necessary care that actually improves their 
outcomes. The second concerns interventions that 
patients or families want but that are medically un-
necessary and may negatively affect health outcomes. 
The third category includes “humanistic” aspects of 
health care, such as good communication and treat-
ing patients with respect, as well as peripheral aspects 
of health care, such as convenient parking, designer 
hospital gowns, and architecturally impressive hos-
pital lobbies. Aspects of health care that fall in this 
category are less likely to affect health outcomes but 
may certainly contribute to a sense of dignity and 
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well-being. These distinctions will be 
important as we explore patient satis-
faction and its implications.

What Exactly Is Patient 
Satisfaction, Anyway?

Patient satisfaction lacks a clear, 
agreed-upon definition. Although 

a number of theories about patient 
satisfaction have been proposed and 
tested, there is no established consen-
sus.2 For example, Susie Linder-Pelz 
defines patient satisfaction as “posi-
tive evaluations of distinct dimen-
sions of health care,” such as “a single 
clinic visit, treatment throughout an 
illness episode, a particular health 
care setting or plan, or the health care 
system in general.”3 As reflections 
of this lack of consensus, patient-
satisfaction questionnaires evaluate 
issues ranging from the communica-
tion skills of health care professionals 
to the cleanliness of hospitals, to the 
ease of parking or scheduling a clinic 
appointment.

As a term without an established 
definition, “patient satisfaction” is 
often confused or conflated with 
“patient-centered care” and “shared 
decision-making.” The Institute of 
Medicine defines patient-centered 
care as “care that is respectful of and 
representative to individual patient 
preferences, needs, and values en-
suring that patient values guide all 
clinical decisions.”4 Shared decision-
making is “an approach where clini-
cians and patients make decisions 
together using the best available evi-
dence.”5 These terms are similar to 
patient satisfaction in that they each 
ascribe importance to patients’ views 
and opinions about their health care. 
Indeed, all three concepts may have 
originated from efforts to increase 
patient engagement in health care, 
thereby promoting patient compli-
ance and positive health outcomes. 
However, patient-centered care and 
shared decision-making represent 
factors in the actual provision of 
health care, whereas patient satisfac-
tion is an evaluation that follows the 
provision of health care. For example, 

a physician practices patient-centered 
care when she considers the unique 
clinical needs and personal values 
of a patient in designing a treat-
ment regimen for his hypertension. 
The physician and patient engage in 
shared decision-making when they 
collaborate to design his treatment 
regimen, together choosing an anti-
hypertensive medication and decid-
ing which lifestyle changes would be 
best for him. Patient-centered care 
and shared decision-making describe 
an interaction between a patient and 
a provider, while patient satisfaction 
describes the patient’s attitude af-
ter the interaction. The evolution of 
patient satisfaction into a consumer 
survey further distinguishes it from 
patient-centered care and shared 
decision-making. Unlike patient sat-
isfaction, patient-centered care and 
shared decision-making have not yet 
been commercialized, marketed, and 
transformed into business concepts.

How patients evaluate their health 
care. It turns out that “patient satis-
faction” means something different 
to everyone. Despite countless efforts 
to elucidate the manner in which 
patients assess their health care, the 
process remains poorly understood. 
As will be detailed later in this paper, 
patient satisfaction bears no clear re-
lationship to the technical quality of 
health care—to “the extent to which 
the use of health care services meets 
predefined standards of acceptable 
or adequate care relative to need.”6 
Rather, it relates to other, less objec-
tive qualities of health care. As Jessie 
L. Tucker and George M. Munchus 
conclude, “[P]atients define quality 
in terms of the non-technical, human 
dimensions of empathy, reliability, 
responsiveness, communication, and 
caring.”7 Tucker and Munchus found 
that these nontechnical factors ac-
counted for 71 percent of the varia-
tion among patients’ evaluations, 
suggesting an “absence of any scien-
tific basis of determination.”

Peter Johansson and colleagues 
demonstrated that patient satisfac-
tion is influenced by patients’ ex-
pectations and sociodemographic 

backgrounds as well as by providers’ 
communication, interpersonal skills, 
and medico-technical competence.8 
Many authors have examined the 
role of patient expectations in patient 
satisfaction. David J. Owens and 
Claire Batchelor note that, “where 
levels of general satisfaction are high, 
patients’ expectations may be low or 
even non-existent.”9 Brian Williams, 
furthermore, suggests that patients 
are satisfied unless negative expec-
tations are realized. He maintains, 
“[T]he expression of dis/satisfaction 
is governed primarily by (negative) 
expectations as to what will/should 
not happen.”10 Other evidence sug-
gests that social aspects of the rela-
tionship between the patient and 
provider shape patient satisfaction. 
“[H]igh levels of satisfaction can be 
explained,” according to one study, 
“in part by the relationship of de-
pendency and friendship between 
patient and nurse.”11 Sara Bleich and 
colleagues found that patient satisfac-
tion with health systems depends less 
on patients’ health care experiences 
than on other factors, such as expec-
tations, health status, and personal-
ity. In their study, patient satisfaction 
varied widely across countries despite 
similarities among the health systems, 
suggesting the influence of “broader 
societal factors.”12 Indeed, whether 
a patient is satisfied may depend as 
much on subjective factors unique to 
the individual patient as on his or her 
health care.

Where Did the Patient-
Satisfaction Survey Come 
From?

A health care concept, com-
mercialized. Patient satisfaction 
originated as a health care concept. 
Researchers hypothesized that more 
satisfied patients demonstrate better 
commitment to and compliance with 
recommended treatments.13 Patient 
satisfaction became associated with 
measures such as “appointment keep-
ing,” “behavioral intentions to com-
ply with recommended treatment,” 
and “medication use”—all worthy 
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objectives of health care.14 The rela-
tionship between patient satisfaction 
and compliance led providers to con-
sider patient satisfaction instrumental 
in optimizing health care outcomes. 
As Williams explains, “[S]ince high 
quality health outcome is dependent 
on compliance which, in turn, is de-
pendent on patient satisfaction, the 
latter has come to be seen as a prereq-
uisite of quality care. Consequently, 
this helped legitimize the importance 
of the patient’s perspective among 
health care professionals who are pri-
marily concerned with clinical out-
come.”15 Yet consumerist influences 
and commercialization transformed 
patient satisfaction. The consumer 
movement, which declared the cen-
trality of the consumer and consumer 
opinion, elevated patient satisfaction 
to, as Williams puts it, “a legitimate 
and desired outcome in itself, not 
solely a means of improving compli-
ance.” However, making patient satis-
faction an independent goal arguably 
made it ripe for commercialization. 
Companies founded on the mission 
to “improve the patient experience,” 
such as Press Ganey, developed pa-
tient-satisfaction surveys.16 As the 
number of patient-satisfaction sur-
veys multiplied, companies began to 
track patient-satisfaction scores and 
advise hospitals on how to improve 
them.17 Thus, patient satisfaction and 
the creation of patient-satisfaction 
surveys entered the commercial mar-
ketplace and became a profit-making 
business.

Today’s patient-satisfaction sur-
veys. The interest in measuring and 
tracking patient satisfaction born in 
the business world ultimately spread 
to the federal government. In 2002, 
the Centers for Medicare and Med-
icaid Services (CMS) and the Agency 
for Healthcare Research and Qual-
ity (AHRQ) together developed the 
Hospital Consumer Assessment of 
Healthcare Providers and Systems 
survey, a twenty-seven-item ques-
tionnaire given to a group of ran-
domly selected hospital patients after 
discharge.18 As a result of various 
legislative measures adopted since 

its inception, the HCAHPS survey 
currently enjoys widespread use and 
carries substantial weight at most hos-
pitals.19 For example, the Deficit Re-
duction Act of 2005 established “pay 
for reporting,” requiring hospitals to 
submit their HCAHPS data in order 
to receive their full reimbursements.20 
Moreover, CMS instituted public re-
porting of HCAHPS results in 2008, 
making HCAHPS scores available for 
all to view and compare.21 The Patient 
Protection and Affordable Care Act 
(PPACA) increases the weight placed 
on HCAHPS scores by using the re-
sults as a factor in its hospital value-
based purchasing program.22 Thus, 
the results of patient-satisfaction sur-
veys, such as HCAHPS, ultimately 
came to affect hospitals’ financial 
bottom lines. Assessing patient sat-
isfaction thus evolved into a business 

practice constructed to please and at-
tract consumers and reinforced by the 
federal government via financial car-
rots and sticks for hospitals.

Presently, a broad array of patient-
satisfaction surveys exists. Companies 
focused on evaluating patient satisfac-
tion, such as Press Ganey, continue to 
appeal to hospitals’ financial interests, 
promising increased profits through 
improved patient-satisfaction scores 
and the increased patient volume and 
federal rewards that might follow. For 
example, the Press Ganey website ad-
vertises the company as “the industry’s 
most recognized leader in improving 
the patient experience by delivering 
patient-centered care, and improving 
bottom-line results.”23 Moreover, a 
variety of CAHPS surveys have devel-
oped based on the original HCAHPS 
survey. These include the Clinician 
and Group Consumer Assessment 
of Healthcare Providers and Systems 
(CGCAHPS) survey, the Medicare 

In-Center Hemodialysis survey, 
and the Home Health Care Survey, 
among others.

What’s Valuable about Patient-
Satisfaction Surveys, and 
What’s Still Missing?

Despite the vagaries inherent in 
the concept of patient satis-

faction and the manner in which 
patients evaluate their health care, 
patient satisfaction is not unimport-
ant. Hannu Vuori cites philosophical, 
ideological, and ethical reasons for 
the importance of patient satisfac-
tion. “[P]atients should have the right 
to influence the decisions and activi-
ties influencing them,” he argues, and 
“the measurement of patient satisfac-
tion realizes the principle of commu-
nity participation in health care.”24 

Moreover, patient-satisfaction sur-
veys can address attributes of health 
care that promote, and are sometimes 
essential to, its quality. Valuable pa-
tient-satisfaction measures assess not 
only the humanism and communica-
tion skills of health professionals but 
also threats to patient safety and con-
fidentiality.

Humanism. Patient-satisfaction 
surveys often address the human-
ism of health professionals, touching 
on qualities such as caring, com-
passion, and concern. Some survey 
items simply measure whether health 
professionals display basic human 
decency toward their patients. The 
HCAHPS survey asks, for example, 
“[H]ow often did doctors treat you 
with courtesy and respect?” and the 
CGCAHPS survey asks, “[H]ow of-
ten did this provider show respect for 
what you had to say?”25 Furthermore, 
CGCAHPS supplemental items as-
sess whether health professionals 

“Patient satisfaction” means something different 

to everyone and bears no clear relationship to the 

technical quality of health care. It relates, rather, to 

other, less objective qualities of health care.
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“used a condescending, sarcastic, or 
rude tone with patient” and “showed 
interest in the patient’s questions 
or concerns.”26 Other patient-satis-
faction survey items assess whether 
health professionals treat patients in a 
gentle, caring manner. The Medicare 
In-Center Hemodialysis survey asks, 
“[H]ow often did dialysis center staff 
insert your needles with as little pain 
as possible?” and the Home Health 
Care CAHPS survey asks, “[H]ow 
often did home health providers 
from this agency treat you as gently 
as possible?”27 Sometimes, patient-
satisfaction survey items go beyond 
evaluating the behaviors of health 
professionals: they attempt to evalu-
ate the level of concern and compas-
sion that underlies these behaviors. 
The Medicare In-Center Hemodi-
alysis survey contains the following 
questions: “[H]as anyone on the 
dialysis center staff asked you about 
how your kidney disease affects other 
parts of your life?” and “[H]ow often 
did you feel your kidney doctors re-
ally cared about you as a person?”28

Communication. Good commu-
nication is important in two ways. 
First, it is a key element of human-
ism and respect for persons. Second, 
communication skills are critical to 
the success of care-planning and to 
decisions about most clinical inter-
ventions. For example, both shared 
decision-making and patient-cen-
tered care rely on a health profes-
sional’s ability to listen to and talk 
with patients in an effective manner. 
It is common for patient-satisfaction 
survey items to assess the manner in 
which health professionals listen and 
explain information to patients. For 
example, the HCAHPS survey asks, 
“[H]ow often did doctors listen care-
fully to you?” and, “[H]ow often did 
doctors explain things in a way you 
could understand?”29 Sometimes, 
patient-satisfaction surveys address 
more specific aspects of communi-
cation skills. Supplemental items 
of the CGCAHPS survey examine 
whether health professionals “talked 
too fast” or “used medical words the 
patient did not understand.”30 Other 

patient-satisfaction survey items as-
sess whether the health professional 
gave the patient the time and oppor-
tunity to speak via questions such as, 
“[H]ow often did this provider spend 
enough time with you?”31

Patient safety and confidentiality. 
Patient-satisfaction surveys also ad-
dress patient safety and confidentiali-
ty—matters that can carry significant 
and possibly devastating consequenc-
es for patients. Needless to say, poor 
knowledge about medications can be 
dangerous. Patient-satisfaction survey 
items often assess whether health pro-
fessionals communicate important 
information about the indications 
and side effects of new medications. 
The HCAHPS survey asks, “[H]ow 
often did hospital staff tell you what 
the medicine was for?” and, “[H]ow 
often did hospital staff describe pos-
sible side effects in a way you could 
understand?”32 Some patient-satisfac-
tion surveys also assess whether health 
professionals tell patients what to do 
in case of an emergency. For example, 
the Medicare In-Center Hemodialy-
sis survey asks, “[H]as dialysis center 
staff told you what to do if you ex-
perience a health problem at home?” 
and, “[H]as any dialysis center staff 
ever told you how to get off the ma-
chine if there is an emergency at the 
center?”33 The HCAHPS survey is 
also intended to determine whether 
health professionals consider patients’ 
safety after discharge and inform pa-
tients about new symptoms that 
might require medical attention.34 Fi-
nally, some patient-satisfaction survey 
items assess whether health profes-
sionals maintain the confidentiality 
of patient information. For example, 
the Medicare In-Center Hemodialy-
sis Survey asks, “[D]id dialysis center 
staff keep information about you and 
your health as private as possible from 
other patients?”35

What’s still missing from patient-
satisfaction surveys. Despite some 
positive attributes, many critical as-
pects of health care are still missing 
from patient-satisfaction surveys. 
Patient-satisfaction surveys gener-
ally do not address hospital-acquired 

infections, surgical complications, 
readmission rates, and death rates. 
Medicare tracks these outcome mea-
sures and even publishes the results 
for patients to view and compare 
hospitals.36 Thus, one must wonder 
why patient-satisfaction surveys do 
not address them. Patients are cer-
tainly able to appreciate whether 
they acquire infections or experience 
complications during a hospital stay. 
Survey items that address these issues 
could certainly reflect patient satisfac-
tion, especially if patients knew their 
hospital’s infection and complication 
rates.

Should Patient-Satisfaction 
Surveys Be Used to Measure 
Health Care Quality?

It is increasingly common for pa-
tient-satisfaction surveys to be used 

as an indicator of health care qual-
ity, and patient-satisfaction scores 
are also being used to determine 
individual provider pay. In a recent 
survey, 59 percent of physicians re-
ported that their pay is linked to 
patient-satisfaction ratings.37 Some 
patient-satisfaction survey items ask 
patients to evaluate the technical 
quality of their health care. A survey 
for primary care settings asks patients 
to assess whether the provider “gives 
you good advice and treatment.”38 
Moreover, patient-satisfaction sur-
veys regularly ask patients to “rate” 
their health professionals and hospi-
tals. The HCAHPS survey contains 
the following question: “Using any 
number from 0 to 10, where 0 is the 
worst hospital possible and 10 is the 
best hospital possible, what number 
would you use to rate this hospital 
during your stay?”39 The CGCAHPS 
survey contains a similar version of 
this question that asks patients to rate 
doctors on a scale ranging from the 
“worst doctor possible” to the “best 
doctor possible.”40 Such survey items 
not only presume that patients are 
able to assess the technical quality of 
health care; they also conflate health 
care quality with patient satisfaction.
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Patient satisfaction and health 
care quality. The relationship be-
tween patient satisfaction and health 
care quality is unclear. Like patient 
satisfaction, health care “quality” is 
difficult to define. According to Ave-
dis Donabedian, “[T]he definition 
of quality may be almost anything 
anyone wishes it to be, although it is, 
ordinarily, a reflection of values and 
goals current in the medical care sys-
tem and in the larger society of which 
it is a part.”41 As such, quality may 
encompass many different aspects of 
health care, such as provider com-
munication, facility cleanliness, and 
technical aspects of health care. Do-
nabedian describes “the goodness of 
technical care” as “proportional to 
its expected ability to achieve those 
improvements in health status that 
the current science and technology 
of health care have made possible.”42 
Technical quality of health care may 
be reflected in lower rates of infection 
and mortality, in surgical success, 
and in improved functionality. For 
decades, authors have asserted the 
importance of patient satisfaction to 
health care quality while acknowledg-
ing the ambiguity of this relationship. 
As Vuori holds, “[P]atient satisfaction 
is part and parcel of quality health 
care” and “should be taken seriously 
although we do not know whether its 
measurement improves the quality of 
care.”43

Adding further to this unclear re-
lationship between patient satisfac-
tion and health care quality is a lack 
of evidence that the publication of 
patient-satisfaction data improves 
health care quality. Although studies 
have suggested that the publication 
of these data may prompt hospitals to 
engage in quality-improvement ini-
tiatives, such initiatives do not always 
yield quality improvements.44 The 
failure of these initiatives to support a 
relationship between patient satisfac-
tion and health care quality also calls 
into question one of the purported 
uses of patient-satisfaction data—the 
promotion of health care quality.

The relationship between patient 
satisfaction and the technical quality 

of health care may be even less clear. 
Patients are able to appreciate some 
technical health care outcomes. Pa-
tients can recognize whether a broken 
leg heals, whether pain subsides, and 
whether a cancer does not recur. But 
most health care interventions ad-
dress chronic illnesses and complex 
problems where success and failure 
are rarely so dramatic and obvious. 
Overall, patients demonstrate poor 
ability to evaluate the technical as-
pects of their health care. According 
to a recent study, the “technical qual-
ity of care was not significantly asso-
ciated with global rating of care.”45 
To cite a common explanation for 
this finding, “[P]atients did not go to 
medical school.”46 Because so much 
of the practice of medicine is still not 
evidence-based, even physicians may 
be poor judges of the technical qual-

ity of care they provide. Moreover, 
patients’ health status and patient-
provider interactions may influence 
patients’ perceptions and assessments 
of the technical quality of their health 
care.47

Sick patients versus “cool-headed 
consumers.” The nature of the pa-
tient-physician relationship adds an-
other layer of complexity to assessing 
patient satisfaction. Talcott Parsons 
called attention to the asymmetry of 
the patient-physician relationship, 
given the physician’s expert health 
knowledge and fiduciary responsibil-
ity to care for the patient. Needless 
to say, the patient-physician relation-
ship is not egalitarian. It is “compa-
rable to the relation of teacher and 
student in higher education.”48 The 
patient plays an institutionalized 
“sick role” comprised of three factors: 
patients are not responsible for their 

condition, patients are exempt from 
usual social obligations, and patients 
are expected to seek and comply with 
the advice of physicians. Over the 
past few decades, the Parsonian mod-
el, which is basically paternalistic, has 
been modified by notions of patient 
autonomy and shared decision-mak-
ing. More recently, a business model 
in which patients are regarded and 
spoken of as consumers has come to 
the forefront. Patient-satisfaction sur-
veys very much approach the patient 
as a consumer.

The role of the consumer hinges 
on three very different notions: a 
consumer opinion exists, the con-
sumer feels that his or her opinion is 
legitimate, and the consumer is will-
ing to express an opinion.49 Williams 
emphasizes the dichotomy between 
the “sick role” and the consumer 

role, stating, “[C]onsumerism is de-
pendent on a refusal to accept pater-
nalism; it relies on the existence of 
consumers and not passive patients. 
Consequently, satisfaction data can 
only be useful if patients leave pas-
sivity and Parsonian roles behind and 
actively evaluate and criticize.”50

Thus, for patient-satisfaction sur-
veys to be valid and useful, eliciting 
meaningful patient-satisfaction data, 
a patient is required to step out of the 
“sick role” and assume the role of a 
“cool-headed consumer.” While the 
notion of a “cool-headed consumer” 
is appealing from a market-driven 
libertarian point of view, most pa-
tients are far from this ideal. Rather, 
they are vulnerable individuals seek-
ing physician expertise and care. In 
this position, patients and families 
may trust that excellent technical care 
will be provided to them and be more 

Many hospitals “teach to the test” in an effort to 

manipulate patient responses. The standardized 

questions and measures allow hospitals to design 

interventions specifically to improve their scores by 

shaping patient perceptions.
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sensitive to other care factors such 
as institutional ambience, friendli-
ness, and other more easily evalu-
ated, humanistic factors. Feelings of 
helplessness may even cause patients 
to believe their technical care is bet-
ter than it actually is, simply because 
someone they trust is trying to help 
them.

What Do Patient-Satisfaction 
Surveys Really Assess?

Patient perceptions. Many pa-
tient-satisfaction survey items focus 
on measures that bear little relation-
ship to the health care provided, 
let alone indicate its quality. The 
HCAHPS survey asks, “[H]ow of-
ten were your room and bathroom 
kept clean?” and, “[H]ow often was 
the area around your room quiet at 
night?”51 The CGCAHPS Adult Pri-
mary Care Questionnaire asks, “[H]
ow often were clerks and receptionists 
at this doctor’s office as helpful as you 
thought they should be?”52 When 
survey items pertain to the health 
care, they assess only the patient’s 
perception of it. The Home Health 
Care CAHPS survey asks, “[H]ow 
often did home health providers from 
this agency seem [emphasis added] in-
formed and up-to-date about all the 
care or treatment you got at home?”53 
But how can patients possibly know 
how informed their health care pro-
viders are?

More troubling is the evidence 
that hospitals, motivated by financial 
concerns, engage in efforts to ma-
nipulate patient assessments in order 
to increase their patient-satisfaction 
scores. As stated earlier, hospitals have 
a definite financial interest in per-
forming well on patient-satisfaction 
surveys such as HCAHPS. The val-
ue-based purchasing program directly 
ties a hospital’s HCAHPS scores to 
its Medicare reimbursements.54 Ad-
ditionally, however, HCAHPS data 
are made publically available for all 
established and potential patients to 
view. Such data, if positive, can at-
tract new patients. An increase in 
patients translates into increased 

revenues and profitability. James 
Merlino and Ananth Raman’s de-
scription of one hospital’s successful 
mission to “improve” patient satisfac-
tion further suggests that a hospital’s 
desire to attract patients and thereby 
increase its revenues may be the mo-
tivating force behind its efforts to 
improve patient-satisfaction scores.55 
Despite its reputation for “medical 
excellence,” this hospital long suf-
fered from poor HCAHPS patient-
satisfaction scores. Yet the hospital 
did not decide to address these low 
scores until 2008, when HCAHPS 
data became available for all present 
and potential patients to view. The 
CEO “realized that he couldn’t count 
on medical excellence to continue at-
tracting patients—for many people 
choosing a hospital, the anticipated 
patient experience trumped medical 
excellence.” Poor HCAHPS patient-
satisfaction scores equate with a nega-
tive “anticipated patient experience.” 
That the hospital in question chose 
to address its low patient-satisfaction 
scores only when HCAHPS data be-
came publically available may be co-
incidental but more likely speaks to 
the data’s importance to attracting 
patients and, ultimately, to helping 
the hospital’s financial bottom line.

Teaching to the test. To achieve 
high patient-satisfaction scores, 
however, many hospitals “teach to 
the test” in an effort to manipulate 
patient responses. The standardized 
HCAHPS questions and measures al-
low hospitals to design interventions 
specifically to improve their scores 
by shaping patient perceptions. For 
example,     as one nurse describes,           
“[I]t’s no longer enough to turn out 
the lights and close the door so pa-
tients can have an environment con-
ducive to a good night’s sleep. Now 
nurses must add the phrase, ‘I am 
closing the door and turning out 
the lights to keep the hospital quiet 
at night,’ so patients have a mental 
cue implanted when they encounter 
a related HCAHPS question.”56 In-
deed, studies support that communi-
cation and other interpersonal skills 
assessed by the HCAHPS survey can 

be taught in a manner to increase pa-
tient-satisfaction survey scores.57

“Teaching to the test” is arguably 
manipulative, but it is nevertheless 
effective in increasing these scores. 
After the hospital discussed earlier 
required all employees to undergo 
“caregiver” training, the institution’s 
scores increased by 26 percentiles, 
reaching the 92nd percentile by 
2012.58 However, such “teaching to 
the test” raises the question of wheth-
er higher HCAHPS scores truly rep-
resent higher patient satisfaction. A 
hospital that achieves higher “quiet 
at night” HCAHPS scores may not 
be more quiet at night, but instead 
better at implanting mental cues 
that create such a perception among 
patients. Alternatively, training may 
have led staff members to actually 
be more receptive and helpful to pa-
tients, for example, in finding their 
way if they are lost.

Patient-dependent standards.  At 
times, patient-satisfaction survey 
results may say more about the pa-
tients than the providers. For ex-
ample, supplemental items of the 
CGCAHPS survey assess whether the 
“patient could tell [the] provider any-
thing,” the “patient always told the 
truth about health,” and the “patient 
could trust the provider with medical 
care.”59 Clearly, it is important that 
patients feel that they can tell their 
health professionals “anything” and 
can trust their health providers. Yet 
given the wide variability of comfort 
levels, truthfulness, and trust among 
individuals, these measures may say 
more about the individual patients 
than their health care. For example, 
a patient with alcoholism may not 
feel that he can “tell the provider any-
thing” about his drinking habits, and 
a patient who has been the victim of 
medical malpractice may not feel that 
he can “trust the provider with medi-
cal care.” These measures, though 
important, may be out of place in 
patient-satisfaction surveys.

Other patient-satisfaction survey 
items may hold health providers to 
impossible standards. For example, 
a CGCAHPS supplemental item 
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assesses whether the provider “cared 
as much as the patient” about the pa-
tient’s health.60 Providers should care 
about the health of their patients. But 
asking providers to care as much as 
the patient may be unrealistic and 
even undesirable.

How Do Patient-Satisfaction 
Surveys Influence Health Care 
Professionals?

Providing unnecessary, inappro-
priate care. An emphasis on patient 
satisfaction as an indicator of health 
care quality may lead to an excessive 
emphasis on patients’ perspectives 
and wishes. For example, the CAHPS 
Survey for accountable care orga-
nizations asks, “[D]id this provider 
ask what you thought was best for 
you?”61 A supplemental item on the 
CGCAHPS survey similarly address-
es whether the provider asked “what 
you thought was best for you.”62 
Certainly, eliciting the patient’s per-
spective is essential to shared deci-
sion-making and important to health 
care quality, yet placing such an em-
phasis on the patient perspective risks 
giving patient-satisfaction surveys the 
power to pressure providers to “sat-
isfy” their patients at all costs.

Moreover, an emphasis on patient 
satisfaction as an indicator of health 
care quality may drive health profes-
sionals to cater to patient wishes, pre-
scribing unnecessary treatment at a 
patient’s request. Aleksandra Zgierska 
describes the pressures on physicians 
to fulfill the requests of opiate-seek-
ing patients for unnecessary, and pos-
sibly harmful, pain medications. As 
Zgierska explains, “[P]hysicians who 
comply with unreasonable requests 
may find themselves in the role of 
‘customer service’ providers rather 
than medical professionals or healers; 
physicians who do not comply with 
patient requests may be the recipient 
of poor ratings on patient-satisfaction 
scores, possibly resulting in emotion-
al, financial, and professional penal-
ties.”63 Should a physician refuse an 
unreasonable patient request, the pa-
tient may become angry. And despite 

the physician’s efforts to explain the 
reasons for her refusal, the patient 
may feel like a recipient of substan-
dard care and leave dissatisfied.

Evidence suggests that patient-sat-
isfaction surveys do indeed pressure 
providers to administer inappropri-
ate care. A recent study revealed the 
powerful effect of patient-satisfaction 
ratings on physicians’ treatment de-
cisions. Of the physicians surveyed, 
48.1 percent “always” or “often” 
practiced inappropriate clinical care 
due to patient-satisfaction surveys.64 
Fifty-five percent had ordered in-
appropriate tests, 51.1 percent had 
prescribed inappropriate antibiotics, 
48.1 percent had prescribed inap-
propriate narcotics, 17.6 percent had 
performed inappropriate procedures, 
and 33.6 percent had inappropriately 
admitted patients to the hospital. 
These data suggest that patient-sat-
isfaction surveys place very real pres-

sures on physicians, often leading to 
care that is unnecessary and possibly 
harmful.

Telling patients what they want 
to hear. Providers sometimes must 
deliver bad news. Patient-satisfaction 
surveys may encourage health care 
providers to tell patients what they 
want to hear, holding back impor-
tant information. A recent study by 
Jane C. Weeks and colleagues sug-
gests that the threat of low patient-
satisfaction scores may lead providers 
to permit, or even encourage, false 
beliefs among their patients. In the 
study, cancer patients who harbored 
overly optimistic beliefs that they 
would be cured by chemotherapy 
gave their physicians’ “communica-
tion skills” more favorable ratings.65 
This finding is counterintuitive, as 

better physician communication 
should facilitate better understand-
ing and more accurate beliefs among 
patients. To the contrary, the finding 
suggests that patients perceive phy-
sicians more negatively when they 
deliver bad news, no matter how 
sensitively and honestly. Given this, 
physicians who strive to satisfy their 
patients may be tempted to withhold 
information or to spin a prognosis 
favorably. It is indeed plausible that 
some physicians would go so far as to 
promote false hope in an effort to im-
prove their patient-satisfaction scores.

Physicians might also avoid dis-
cussion of some important topics 
that tend to be unpleasant. Conver-
sations about end-of-life care such as 
do-not-resuscitate orders, advance di-
rectives, and the possibility of hospice 
are critical to ensuring that patients 
receive the kind of care they want 
in the future. Yet such conversations 

can be difficult for patients, as well as 
physicians. The discomfort associated 
with these topics may lead some pa-
tients to give lower ratings to physi-
cians who bring them up.

Indeed, the very nature of health 
care (not to mention some of the best 
health care) may involve physical, 
mental, or emotional discomfort. A 
provider who recommends a behavior 
change to a patient may risk a poor 
evaluation simply because “behavior 
change often requires an individual 
to feel uncomfortable with his or her 
current behavior.”66 As few people 
like to be told bad news or made un-
comfortable, certain situations are 
bound to leave some patients dissat-
isfied and some providers with low 
patient-satisfaction scores.

Pressure to tell patients what they want to hear and 

to accede to unreasonable patient requests may  

increase the provision of unnecessary care, diminish 

health care resources, and undermine the  

professionalism and morale of physicians. 
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How Might Patient-Satisfaction 
Surveys Impact the Future of 
Health Care?

Decreasing health care quality, in-
creasing health care costs. It’s reason-
able to predict that telling patients 
what they want to hear and acceding 
to unreasonable patient requests for 
unnecessary care may each lead to 
lower health care quality and higher 
health care costs. False beliefs or mis-
information from physicians renders 
patients less able to make beneficial 
health care decisions. Patients who 
harbor false optimism about the like-
lihood that chemotherapy will cure 
their cancer, for example, may make 
an ill-informed decision to undergo 
it. In subjecting themselves to ill-in-
formed treatment, patients are more 
likely to suffer risks than enjoy ben-
efits. The seemingly benign admin-
istration of unnecessary antibiotics 
exposes patients to the unnecessary 
risk of side effects and contributes 
to antibiotic resistance. Prescribing 
unnecessary opiates poses only risks, 
such as drug addiction. As patients 
suffer complications and side effects 
without enjoying any benefits, health 
care costs will rise. The provision of 
unnecessary care is also a waste of 
health care dollars and limited re-
sources. Not only is providing un-
necessary care wasteful in itself, but 
there is also the collateral expense of 
treating the complications and side 
effects that might follow. Indeed, evi-
dence supports a direct relationship 
between patient-satisfaction results 
and health care costs. A recent study 
by Joshua J. Fenton et al. found that 
higher patient-satisfaction results are 
associated with more inpatient ad-
missions, increased prescription costs, 
and higher overall health care costs.67

Undermining efforts to reform the 
health care system. The tension and 
incongruity between patient satisfac-
tion and the provision of quality, af-
fordable care for all may compromise 
the success of efforts to reform the 
U.S. health care system. The PPACA 
seeks to promote “quality, affordable 
health care for all Americans.”68 It also 

increases the importance placed on 
patient-satisfaction scores. The PPA-
CA requires that HCAHPS scores be 
used to calculate value-based incen-
tive payments to hospitals.69 How-
ever, the PPACA also strives to hold 
down health care costs by eliminat-
ing unnecessary care. Indeed, official 
government websites state that the 
PPACA “focuses on driving a smarter 
health care system focused on the 
quality, not quantity of care.”70 It is 
questionable whether the PPACA’s 
emphasis on patient satisfaction will 
permit the achievement of such cost-
cutting goals. Simply put, promoting 
health care affordability may require 
the elimination of wanted but un-
necessary care, which may decrease 
patient-satisfaction scores.

In short, by posing risks that ex-
tend beyond exam rooms and hos-
pitals, patient-satisfaction surveys 
may have unintended effects. Patient 
satisfaction is an important, valu-
able element of good health care, 
yet some uses and consequences of 
patient-satisfaction surveys may be 
problematic. Pressure to tell patients 
what they want to hear and accede 
to unreasonable patient requests may 
increase the provision of unnecessary 
care, diminish health care resources, 
and undermine the professionalism 
and morale of physicians. Ultimately, 
patient-satisfaction surveys may lead 
health care astray, undermining the 
provision of optimum care for all.
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