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OUR HEALTHCARE system is 
moving steadily toward a patient-centric model of care, 
but have we figured out how to assess how well that 
model is working? The patient experience, or patient 
satisfaction, survey is a commonly deployed yardstick, 
but some Chicago physicians, researchers and other 
observers say that metric is far from perfect.

The Centers for Medicare and Medicaid Services 
(CMS), various constructs of the Affordable Care Act, 
and ratings programs initiated by private insurance 
companies and employers, like hospitals and group 
practices, are moving compensation away from 
pay-for-service toward rewarding outcomes, access, 
efficiency and yes, patients’ experience of care. The 
Consumer Assessment of Healthcare Providers and 
System (CAHPS) Health Plan Survey, a public-private 
initiative under the federal Agency for Healthcare 
Research and Quality, generates many of the surveys 
patients fill out.

The Shift to Customer Service
“Quality metrics are a central part of what we do,” says Michael 
Hanak, MD, a family practitioner at Rush University Medical 
Center in Chicago and a chair of Rush’s quality committee. 
Physicians employed by the hospital are assessed internally by 
how satisfied patients are with their experience there, but Dr. 
Hanak says that what gets measured in a clinical setting may 
be more about the environment such as wait time, cleanliness, 
and how the patient is greeted. Physicians in private practice are 
in the same boat. “Scores are used as a grade of the physician’s 
work,” says Dr. Hanak, “but it’s more about keeping patients 
happy than keeping patients well.”

Christine Bishof, MD, an emergency physician who is the 
assistant director of the emergency department at Metro South 
Medical Center in Blue Island, says, “The numbers of surveys 
returned are sometimes quite small. The survey companies say, 
‘Oh, by the time we do our magic to the numbers, the results are 
valid,’ but it seems like with one bad review, the entire rating is 
brought down. Physicians just want to practice good medicine. 
They don’t want to have this threat hanging over them.” 

Emergency physicians are in “a high-stress situation,” says 
Dr. Bishof, who is also vice-chair of the Chicago Medical Society 
Council. “You have to bond with patients very quickly, get their 
information, make your diagnoses and move on. You’re not in 
the room for 30 minutes to build up a rapport, and so scores may 
suffer as a result.”

ER doctors also see a high number of patients demanding 
inappropriate treatments, most distressingly opioid painkillers, 
Dr. Bishof says, “It’s a matter of expectations. Everyone expects 
the pain level to be zero now. We’re stuck between a rock and a 
hard place.”

Dr. Bishof adds, “We’re leaning far too much on the side of 
making it a customer relationship rather than a professional one. 
When you’re dealing with a medical issue, the patient should be 
brought into the decision. I don’t think there’s anything wrong 

above: Amy Mullins, MD, medical director of quality improve-
ment for the American Academy of Family Physicians in 
Leawood, Kans., says her group is concerned about the 
surveys as a tool for judging how well doctors are performing 
their job. below: Christine Bishof, MD, assistant director of 
the emergency department at Metro South Medical Center in 
Blue Island, notes that the numbers of surveys returned to the 
companies that conduct them are sometimes quite small, and 
that one bad review can bring down the entire rating. 
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with surveys; the problem comes from linking patient satisfac-
tion to pay.” 

Alison Tothy, MD, chief experience and engagement officer at 
the University of Chicago Medicine and a pediatric emergency 
physician, agrees that the growing importance of patient 
satisfaction in physician assessments can be “frustrating” to deal 
with, but she adds that providers have always been mindful of 
the need to satisfy their patients on some level. “Patients have a 
choice about where they want to go, and they’re not shy about 
exercising it,” Dr. Tothy says. “Part of the discomfort [with 
patient-experience surveys] is about how healthcare in general is 
shifting. Electronic medical records are challenging, and surveys 
add to what we may see as non-value-added work. The surveys 
get bundled in together with all the things that are getting in the 
way of why we went into medicine in the first place.”

Still, Dr. Tothy believes “it’s important to let the voice of 
our patients shape the way we take care of them. We can help 
patients engage in their care and the care of their families, 
and [use what we learn from them] to prevent admissions and 
readmissions. But we need to be asking the right questions.”

Highlighting Patient-Centered Care
A December 2014 opinion piece in JAMA by Paul J. Hershberger, 
PhD, and Dean A. Bricker, MD, entitled “Who Determines 
Physician Effectiveness?” notes that medical care accounts for 
only about 10% of variance in outcomes. Especially with chronic 
diseases like diabetes and cardiovascular ailments, physicians 
can “identify risk factors, diagnose disease, prescribe treatments 
and educate patients regarding relevant lifestyle factors” like 
diet, exercise and smoking cessation, but adherence to the 
prescribed course is wholly up to the patient. And that is not 
even to mention environmental factors that affect outcomes, like 
education and income. 

Amy Mullins, MD, medical director of quality improvement 
for the American Academy of Family Physicians in Leawood, 
Kan., says her group is concerned about the surveys as a tool 
for judging how well doctors are performing their job. She says 
it’s frustrating for physicians to have their compensation tied 
“to something they have no control over. They know they’re 
practicing good medicine, but then they’re getting a bad score 
on patient satisfaction surveys. We’re not against learning and 
improvement, and it’s definitely good to measure whether people 
are getting better. But humans are complex organisms; they’re 
complicated to treat. There’s always room for clinical judgment,” 
Dr. Mullins says.

Patient-centered care was highlighted in a big way in Crossing 
the Quality Chasm: A New Health System for the 21st Century, an 
influential 2001 publication of the Institute of Medicine (now the 
National Academy of Medicine). The six aims for improvement of 
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above: Michael Hanak, MD, a family practitioner at Rush 
University Medical Center and chair of Rush's quality commit-
tee, points out that what gets measured in a clinical setting 
may be more about the environment such as wait time, 
cleanliness, and how the patient is greeted. below: Alison 
Tothy, MD, chief experience and engagement officer at the 
University of Chicago Medicine and a pediatric emergency 
physician, says that surveys add to what physicians may see 
as non-value-added work. Dr. Tothy believes that part of the 
discomfort with patient-experience surveys is about how 
healthcare in general is shifting. 

“It’s frustrating for physicians to have 
their compensation tied to something 
they have no control over. They know 
they’re practicing good medicine, but 
then they’re getting a bad score on 
patient satisfaction surveys.”
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healthcare outlined in Crossing the Quality Chasm were toward 
safe, effective, timely, efficient, equitable and patient-centered 
care. That last aim was defined as “providing care that is 
respectful of, and responsive to, individual patient preferences, 
needs, and values, and ensuring that patient values guide all 
clinical decisions.” Crossing the Quality Chasm held that patients 
should have access to information and the “opportunity to 
exercise the degree of control they choose over healthcare 
decisions that affect them. The system should be able to accom-
modate differences in patient preferences and encourage shared 
decision-making.” 

Ideally, that would lead to beneficial changes to the system. 
In a 2011 paper they wrote for The Annals of Family Medicine 
entitled “The Values and Value of Patient-Centered Care,” 
Ronald Epstein, MD, and Richard Street, PhD, noted, “Training 
physicians to be more mindful, informative, and empathic 
transforms their role from one characterized by authority to 
one that has the goals of partnership, solidarity, empathy, and 
collaboration.”

Yet, 10 years after Crossing the Quality Chasm posited the 
goal of a physician-patient collaboration, “researchers are only 
beginning to model pathways through which patient-centered 
care behaviors contribute to better outcomes,” and that “some-
times what patients think they want (for example, a drug) is 
not what they need (for example, information),” Drs. Epstein 
and Street wrote in 2011, and physicians still remark on those 
issues today.

In fact, requests for superfluous pharmaceuticals, like the 
ones both the Street-Epstein paper and Dr. Bishof mention, come 
up frequently when physicians talk about their frustrations with 
patient satisfaction surveys—along with antibiotics requested as 
a treatment for viral illnesses, and MRIs for pain, most notably 
back pain. This suggests that patients as a group may need to get 
up to speed about some of the basics of healthcare.

The Meaning of High Scores
“Medical quality assessment needs to be about more than 
customer satisfaction,” says Dr. Street, a communications 
professor at Texas A&M University in College Station, Tex., 
and professor of medicine at Baylor College of Medicine in 
Houston. “You’re talking about approaches that are based 
on science, that a physician thinks are appropriate, and then 
you’re asking, ‘Is the patient happy?’ You have to drill down 
into specific aspects of the experience. A person can get poor 
care and be satisfied. We need to talk with patients, and we 
don’t always do that,” he says.

Physicians may believe they’ll get better scores if they avoid 
conflict with their patients, and also if they can skirt the nasty 

above: Richard Street, PhD, a communications professor at 
Texas A&M University in College Station and professor of 
medicine at Baylor College of Medicine in Houston, uses the 
metaphor of "dance partners" to describe the physician-
patient relationship. below: Ronald Epstein, MD, professor of 
family medicine, psychiatry and oncology at the University of 
Rochester Medical Center in New York, says that high scores 
do not necessarily mean that patients and their families are 
happy about their care. 

“You’re talking about approaches that 
are based on science, that a physician 
thinks are appropriate, and then you’re 
asking, ‘Is the patient happy?’ You have 
to drill down into specific aspects of the 
experience. A person can get poor care 
and be satisfied. We need to talk with 
patients, and we don’t always do that.”
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A Resource for Patient Conversations

business of conveying bad news, says Dr. Epstein, professor 
of family medicine, psychiatry and oncology at the University 
of Rochester Medical Center in New York. Those issues can 
definitely affect scores. But most patients will most often give 
their doctors the highest possible score, a five out of a possible 
five, Dr. Epstein says. After all, patients are entrusting their lives 
to this doctor; how can the doctor be an inferior practitioner? 

But Dr. Epstein also adds that high scores don’t necessarily 
mean patients and their families are happy about their care. 
“People are angry and disappointed about all sorts of things,” 
he says. He gives the example of prognosis. Surveys of people 
with advanced cancer have found that even when physicians 
discuss prognosis, and the physicians themselves are confident 
they have delivered a clear message, 70% of patients are far more 
optimistic about their chances than the doctors actually gave 
them reason to be, Dr. Epstein says. That can lead to greatly 
upset feelings, on the part of family members even after the 
patient has passed away.

As to those mostly high scores, Dr. Epstein says, “There are 
a whole bunch of issues with surveys. We may get more useful 

information from a 10-person focus group than a 10,000-person 
survey, but we probably need to do both.” Dr. Street notes that 
because most patients give their doctors great scores, even a 
physician who gets a score of four on a scale of five may be 
“dinged.” 

Dr. Street says, “On the patient’s side, the biggest problem 
is passivity. We need patients to be more engaged. The doctor 
needs to know what’s important to the patient. A good meta-
phor is dance partners: The actions one party takes influence 
what the other party does. That takes communication skills, 
on both sides.”

Communication is Key
That 2014 JAMA paper by Drs. Hershberger and Bricker 
endorses enlisting patients in their treatment, and really listen-
ing to what patients have to say. While physicians are frustrated 
by the fact that patients don’t follow their recommendations, 
patients often believe physicians don’t understand where they’re 
coming from.

Dr. Tothy agrees that communication is key. “We’re told in 
medical school that some fairly high percentage of what’s wrong 
with patients can be found by getting their histories—their 
stories. That’s the art of medicine. That’s how we build relation-
ships. Every patient is different. That’s part of the fun.”

Delia O’Hara is a Chicago-based freelancer who frequently writes 
about healthcare and science topics. She was previously a longtime 
features reporter for the Chicago Sun-Times. 
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CHOOSINGWISELY.ORG , a website sponsored by the ABIM Foundation, partners with 70 medi-
cal specialty societies to provide 75 lists of procedures that may be unnecessary or even harmful 
to patients. The website, an initiative designed to cut healthcare waste and increase patient safety, 
contains targeted sections for both physicians and patients. “When patients demand certain pro-
cedures, physicians need resources to guide them in having conversations about what is the right 
thing to do for the optimal outcome,” says Daniel Wolfson, executive vice president of the ABIM 
Foundation. 

The Foundation, an arm of the American Board of Internal Medicine, has partnered with a number 
of organizations, including the Robert Wood Johnson Foundation, on choosingwisely.org. Consumer 
Reports has created easy-to-understand patient materials on such hot topics as the proper use of 
antibiotics and pain-killers, and how best to treat back pain, Wolfson says.

Choosingwisely.org began with a 2010 New England Journal of Medicine perspective piece by Howard 
Brody, MD, “Medicine’s Ethical Responsibility for Health Care Reform—The Top Five List.” Written in the 
run-up to the implementation of the Affordable Care Act, Dr. Brody’s article called for every medical 
specialty to itemize the five most commonly overused tests or treatments in its practice. Brody wrote, 
“Having once agreed on the Top Five list, each specialty society should come up with an implementa-
tion plan for educating its members as quickly as possible to discourage the use of the listed tests or 
treatments for specified categories of patients.”

The National Physicians Alliance responded with the first recommendations, and in April 2012, the 
ABIM Foundation and Consumer Reports formally launched Choosing Wisely with the “Top Five” lists 
from nine specialty societies. 

“Because most patients give their 
doctors great scores, even a physician 
who gets a score of four on a scale of 
five may be ‘dinged.’”
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