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The Centers for Medicare & Medicaid
Services (CMS) has been working with the
Agency for Healthcare Research and Quality
(AHRQ), both of the U.S. Department of
Health and Human Services, to develop a
national standard for assessing patient experi-
ences of hospital care in the United States. This
process will result in a new survey instrument
designed to measure, and publicly report,
patient perspectives. CMS “requested a hospi-
tal patient survey as a way of providing com-
parison information for consumers who need
to select a hospital and as a way of encourag-
ing accountability of hospitals for the care they
provide” (AHRQ, 2003a). After implementa-
tion, the resulting Hospital CAHPS survey
may make recent state reporting efforts obso-
lete.

According to AHRQ (2003a), the Hospital
CAHPS survey “is intended to capture
reports and ratings of patients’ hospital expe-
rience.” However, the relative merits of
patient reports and ratings have been ques-
tioned recently, particularly with respect to
patient experience and patient satisfaction
surveys. This article reviews recent research

concerning the two types of surveys and rec-
ommends appropriate methodology for
measuring patient experiences. “A firm
understanding of how patients evaluate their
healthcare is critical to the development of
sound initiatives aimed at maintaining and
improving these evaluations” (Tucker &
Adams, 2001, p. 272). More important, a bet-
ter understanding of survey methodology
and the evidence base will highlight fallacies
in recent debates and return the focus to the
reason why patients are surveyed in the first
place: to improve the quality of care and serv-
ice they receive. 

The Real Measure of a Patient’s Quality
of Care

Different types of information can be
obtained from patient surveys. After dis-
charge, patients may be asked to (a) report
their perceptions of what happened during
their stay, (b) rate their perceptions of the qual-
ity of care and service they received, or (c) indi-
cate how satisfied they were with the care and
service. Table 1 presents examples of these
three types of survey questions.

Patient report surveys evoke images of
patients with checklists and stopwatches.
Healthcare quality professionals learn little
about a patient’s quality of care by asking
them how often or how quickly a pain medica-
tion, bedpan, or piece of information was
given. For example, responses to the first ques-
tion in Table 1 would not indicate whether
pain reduction orders were effective. Some
patients may say their pain was “usually” con-
trolled and think pain management was “very
good,” while other patients may say that their
pain was “usually” controlled and respond
that pain management was “poor.”

Judgments based on patient reports are
facility centered, not patient centered
(Krowinski & Steiber, 1996). The percentages
of “never, sometimes, usually, always”
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responses may indicate how often something
occurred but describe nothing about how
patients experienced it. For example, it often
does not matter how long patients wait; it
matters how they experience the wait (Leddy,
Kaldenberg, & Becker, 2003). For many
patients, specific wait times may be far less
important than the quality of staff interaction,
explanations, and empathy experienced dur-
ing the wait.

Traditional satisfaction measures—those
that specifically ask patients to indicate their
level of satisfaction—also are problematic
because the interactions of patient expecta-
tions, experience, and satisfaction are difficult
to separate. According to Cleary (1998), there
are “inherent limitations in using assessments
of patient satisfaction to make inferences about
the quality of medical care. Such evaluations
tend to be subjective, subject to reporting bias-
es, and difficult to interpret when they are
being used to motivate and guide quality
improvement efforts” (p. 35).

Only patient evaluations “help consumers
make more informed choices when selecting a
hospital and can create incentives for hospitals
to improve the care they provide” (AHRQ,
2003, December, p. iv). Organizations need
patients’ evaluations to know where to focus
resources and to determine whether improve-
ment efforts are working. To effectively guide
quality improvement, patient surveys must
probe beyond simplistic questions of “How
often did X happen during your stay?” to
“How well did X meet your needs?”

Patient-centered healthcare realizes that
patients are individuals, each with different
needs. Realizing those needs and the organiza-
tion’s ability to meet them are true quality
measures. A patient-centered organization is
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Table 1. Examples of Patient Report, Rating, and Satisfaction Questions

An example of a question that asks patients to report their experiences is 

How often was your pain medicine delivered on time?

(Never, Sometimes, Usually, Always)

An example of a question that asks patients to evaluate or rate their experiences is

How well was your pain controlled?

(Very Poor, Poor, Fair, Good, Very Good)

An example of a question that asks patients to indicate their satisfaction with their experiences is

How satisfied were you with how your pain was controlled?

(Very Dissatisfied, Dissatisfied, Neither Dissatisfied Nor Satisfied, Satisfied, Very Satisfied)

Figure 1. A Patient-Centered Model for Quality Improvement



committed to affirming patients’ perceptions
as their reality and improving the way patients
experience care in the future. The model in
Figure 1 provides examples of facility-centered
and patient-centered indicators and highlights
the different conclusions that may be drawn
about patient experiences based on measures of
patient reports, evaluations, and satisfaction.
Allowing patients to judge and evaluate care—
using their own standards—empowers the
patient (Grol, 2001) and fosters patient-centered
care. Survey instruments that rely on patient
reports disempower patients, promote facility-
centered care, and communicate the message
that patients lack the capacity to judge their own
standards of care.

Patient Experiences and Patient Reports
Patient reports traditionally have been asso-

ciated with so-called patient experience sur-
veys instead of patient satisfaction surveys.
Ware and colleagues (Davies & Ware, 1988;
Ware, Snyder, Wright, & Davies, 1983) were
among the first researchers to argue that
“...ratings capture personal evaluations of
attributes of providers and services; they are
inherently more subjective because they reflect
both personal experiences and the standards
consumers apply when evaluating care”
(Davies & Ware, 1988, p. 35).

Proponents of patient reports often lump
patient evaluations and satisfaction measures
together, “claiming that their approach is
much more realistic and objective” (Kennedy,
2003, p. 10). Although patient evaluations “are
distinct from satisfaction items in that they do
not ask the respondent to say how satisfied
they were” (Darby, Valentine, Murray, & de
Silva, 2000, pp. 7, 8), many proponents of patient
reports still confuse the two (Cleary, 1998, 1999).

Table 2 presents four criteria by which to
evaluate patient report and rating measures:
subjectivity, sensitivity, interpretation, and
effectiveness. Several claims made by propo-
nents of patient reports—including sugges-
tions that patient reports (a) are more valid,
less subjective, and easier for patients to
answer; (b) increase patients’ willingness to
report problems; or (c) facilitate quality-improve-
ment efforts compared to patient satisfaction
measures—are unproven. In contrast, many
surveys using patient ratings have been rigor-
ously tested and found to be reliable, valid,
and effective (Carey & Seibert, 1993; Drain,

2001; Kaldenberg, Mylod, & Drain, 2002;
Seibert, Strohmeyer, & Carey, 1996).

Reliability and Validity of Patient
Reports

The Picker Institute’s inpatient survey
(Cleary et al., 1991; Cleary, Edgman-Levitan,
Walker, Gerteis, & Delbanco, 1993), one of the
most well-known instruments using patient
reports, is now owned by National Research
Corporation (Tieman, 2001) and marketed by
The NRC+Picker Group. Although Picker’s
survey has become synonymous with the
measure of “patient experience,” fundamental
questions remain concerning its reliability and
validity.

Reliability refers to the consistency or
reproducibility of a measure or the degree to
which survey results are free from random
error. The more reliable an instrument, the
better it reflects a respondent’s true opinions
and distinguishes among patients with differ-
ent levels of experience and satisfaction.
Validity refers to the extent to which a survey
instrument measures what it claims to meas-
ure, or the degree to which survey results are
free from both random error and systematic
bias.

Table 3 lists the most common tests of sur-
vey reliability and validity and what to look
for when evaluating survey instruments. It is
essential to assess the reliability and validity of
survey instruments to ensure the accuracy and
generalizability of results. “No one would
base medical decisions on a diagnostic test
without evidence of its accuracy or precision,
yet many are willing to assume that any sur-
vey that looks good and seems to make sense
probably is good” (Seibert, 1998, p. 47).

Although patient surveys often are con-
structed with little attention given to demon-
strating their reliability and validity (Sitzia,
1999; Urden, 2002), several flaws under-
mined the development of the Picker survey
and limit its reliability and validity. The
Picker survey was developed from a tele-
phone survey of 100 patients per hospital
“…as close as three months after discharge
as possible” (Cleary et al., 1991). Subsequent
research has shown that patient report meas-
ures are unreliable after a delay of more than
6 weeks (Bredart et al., 2002). Patient reports
also are prone to error because patients are
required to recall multiple instances of
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events (Schwarz, 1999). This error increases
with the delay between experience and
patient report.*

The Picker instrument also undersampled
certain populations that are less likely to have
telephones and “underrepresented both older
and younger patients, as well as nonwhite
patients and those with lower incomes”
(Cleary et al., 1991, p. 265). On the question of
objectivity, the authors readily admit, “We
have no objective measure of the impact of the

events reported...responses to the interview
questions represent the patients’ perceptions,
not necessarily what actually happened”
(Cleary et al., 1991, p. 264). Finally, despite rec-
ommendations to involve patients in the cre-
ation and revision of patient surveys, the
authors of the Picker survey instead worked
with senior managers, clinicians, consultants,
and ten hospital CEOs to develop the instru-
ment (Cleary et al., 1993). 

The Picker Institute considered the tradi-
tional measure of survey reliability (Cron-
bach’s alpha) inappropriate for its survey but
offered no alternative reliability coefficient
(Picker Institute, n.d.). A recent study
(Jenkinson, Coulter, & Bruster, 2002) discuss-
es the development and validation of a sub-
set of questions from the Picker inpatient sur-
vey but also fails to report widely accepted
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*In the most recent PEP-C survey, which is based on Picker’s
methodology, patients discharged between July 1, 2002, and
October 31, 2002, were surveyed (California HealthCare
Foundation, 2003). As a result, the earliest that some patients
received a questionnaire was four months after their episode of
care. The PEP-C survey consisted of three waves of mailings
across eight weeks. This means that the delay could have been
as long as six months—or longer if surveying didn’t begin
until after November 1, 2002.

Table 2. Four Criteria to Evaluate the Usefulness of Patient Reports and Patient Ratings

1. Subjectivity
“The notion of ‘objective’ performance is an indefinable state in most cases. All attribute performance will be judged by
a service user in perceptual terms” (Thompson & Sunol, 1995). It is perceived quality that is important. Patient reports
are no more objective than patient ratings and have the additional burden of recall biases to overcome. Patient reports
are based on what happened during patients’ interactions with others and strongly influenced by patients’ own needs,
biases, and recollections. Without the evaluative aspect of measurement, there is only the patients’ recollections of what
happened without knowing what criteria they used to judge the standard (e.g., one patient’s “usually” is another
patient’s “sometimes”). Some things might need to happen “always” in order to meet patients’ needs, JCAHO stan-
dards, or doctors’ orders. Other aspects of care could happen “sometimes” and still meet patients’ needs (Krowinski &
Steiber, 1996).

2. Sensitivity
Patient reports typically have fewer response categories than patient ratings, and this reduces the sensitivity of the
measure and makes it more difficult to detect changes over time or differences among hospitals. Sensitivity is a particu-
larly important feature of surveys if patients over the course of many months are being surveyed. Unfortunately, many
patient reports are simple “yes” or “no” questions asking if something occurred. These questions tend to elicit favor-
able responses and exacerbate acquiescence bias (Fitzpatrick, 1991). In contrast, 5-point rating scales reduce acquies-
cence bias (Ross, Steward, & Sinacore, 1995) and produce greater response variability (Ware & Hays, 1988) than other
scales. 

3. Interpretation
Unlike patient ratings, patient reports provide little information without comparison to historical data or benchmarks.
Perhaps having 45% of patients “sometimes” informed is a good result—some patients may not want as much informa-
tion as other patients. Conversely, it could be a bad result—over half of patients may not be receiving enough informa-
tion. Without comparison, it is often difficult to interpret patient reports or use them to guide quality improvement ini-
tiatives. In contrast, patient evaluations indicate immediately if patients thought they needed to receive more informa-
tion.

4. Effectiveness
Patient experience surveys are not effective for continuous quality improvement. Possibly explaining much of their
appeal, patient reports elicit few problems (Cleary et al., 1993). Asking patients to estimate how often doctors explained
things in a way that they could understand, for example, only promotes minimally acceptable standards of communi-
cation and patient-centered care. Very few studies have reported the use of patient reports in quality improvement.
Those that have used patient reports typically converted patient reports to “patient satisfaction” measures to evaluate
the efficacy of their interventions (Hickey et al., 1996; Meterko, 1996; Niles et al., 1996). Patient evaluations provide
direction to quality improvement efforts: Areas that are evaluated poorly by patients indicate aspects of the patient
experience that are not meeting patients’ needs. 



measures of construct validity (Cleary et al.,
1991; 1993; Jenkinson, Coulter, Bruster,
Richards, & Chandola, 2002).†

Finally, the grouping of items (i.e.,“dimen-
sions”) on Picker’s instrument was determined
by a series of focus groups to assess face validi-
ty, not by an empirical analysis of data
(Jenkinson, Coulter, & Bruster, 2002; Picker
Institute, n.d.). Many proponents of patient
reports rely on cognitive interviews, or “think-
aloud” strategies, for validation (Harris-

Kojetin, Fowler, Brown, Schnaier, & Sweeny,
1999). Cognitive interviews is a means of under-
standing the face and content validity of partic-
ular items on a survey by assessing how the
average person or expert might interpret the
questions. Respondents are administered ques-
tions in personal interviews or focus groups
and asked a series of specific probe questions
either at the time a question is asked (i.e., con-
current think-aloud) or at the end of the inter-
view (retrospective think-aloud) regarding
what they were thinking when they answered
the questions and how they arrived at their
answers (Aday, 1996; Harris-Kojetin et al.).

Cognitive testing helps researchers deter-
mine whether particular questions make sense
to those who will be answering them (i.e., have
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†Jenkinson, Coulter, and Bruster (2002) do refer to “high lev-
els of internal consistency reliability” reported for Picker sur-
vey instruments in an unpublished implementation manual
and for a subset of 15 questions they tested in five countries.
However, the internal consistency measures that Jenkinson and
his colleagues report are barely above the level the authors deem
adequate and less than those reported for patient evaluations
(e.g., Kaldenberg et al., 2002).

Table 3. Common Definitions and Measures of Survey Reliability and Validity

Definition
Reliability refers to the consistency
or reproducibility of a measure.
The more reliable an instrument,
the better it reflects a respondent’s
true opinions and can distinguish
among patients with different lev-
els of satisfaction.

Face validity refers to whether the
survey instrument appears on
the surface to measure what it is
supposed to measure.

Content validity refers to the
extent to which the items in a
survey instrument are represen-
tative of the concepts they are
intended to reflect.

Predictive validity, a subclass of
criterion validity, refers to a sur-
vey instrument’s ability to pre-
dict future attitudes, behaviors,
or outcomes.

Construct validity refers to the
degree to which the survey
instrument measures the under-
lying construct or theoretical
framework the survey is
designed to measure.

Comment
Coefficient alpha levels of 0.70 or higher generally
are accepted as representing good reliability.

Face validity is not quantified with statistics and is
not a scientific measure of a survey’s accuracy. It
simply is a subjective appraisal of how an instru-
ment appears to potential respondents.

As with face validity, content validity is a subjective
measure of how appropriate an instrument appears
to a set of reviewers and is not generalizable. There
are many examples of valid instruments without
face or content validity and of bogus instruments
with face and content validity.

A good survey will account for 50% or more of the
variance in global evaluations of overall quality and
the likelihood of patient recommendations.

Discriminant and convergent validity, which are
subclasses of construct validity, are routinely
assessed using correlational procedures.

Factor analysis determines the underlying factor
structure of the instrument. Normally, factor load-
ings of 0.40 are used to discriminate which variables
belong to a factor or dimension of care. Construct
validity is often the most important assessment of
survey validity.

(For more information, see Aday, 1996; Carey, 1999; Krowinski & Steiber, 1996; Litwin, 2003; Nunnally & Bernstein, 1994; Sitzia,
1999; Streiner & Norman, 1995.)

Measure
Cronbach’s alpha measures the
internal consistency of items in a
survey instrument and is the most
common reliability coefficient

Literature review, focus groups,
cognitive interviews with patients,
field pre-testing

Literature review, expert opinion,
focus groups with healthcare
providers

Multiple-regression studies show-
ing the extent to which scores pre-
dict patients’ likelihood to recom-
mend or ratings of overall quality
of care

Correlation coefficients; factor
analysis and confirmatory factor
analysis using path models to
identify clusters of related vari-
ables, or factors, representing the
attributes being measured



item-level validity) but says nothing about
whether the instrument as a whole or the
instrument’s domains are operationally valid
(i.e., have construct validity). Face validity is a
minimum prerequisite for accepting a measure
(Streiner & Norman, 1995). Even if interviewers
are impartial, cognitive testing may not general-
ize to the entire population (Alreck & Settle,
1995). Psychometric testing, including factor
analysis, is required to demonstrate more sub-
stantive forms of validity. To date, no such tests
of the Picker instrument or of patient reports
have been published in a peer-reviewed jour-
nal. A recent review (Sitzia, 1999) found that
only 6% of the studies investigated used ques-
tionnaires that had been tested adequately.

Dimensions of Care
According to the National Research

Corporation (2003), “[t]he Picker Approach
outlines eight dimensions of patient-centered
care as the key drivers of quality. Although
many of these dimensions were embraced by
the Institute of Medicine (IOM) in its report,
Crossing the quality chasm (Committee on
Quality of Health Care in America, 2001), all
were adopted by AHRQ as the areas of initial
measurement focus for Hospital CAHPS.
Following an extensive pilot test and analysis,
however, AHRQ concluded that “…it was
clear that the general hypothesized structure
of the instrument was inconsistent with the
observed data” (AHRQ, 2003, December, p. 4-3).

Subscales, or domains, are supported
through factor analysis indicating how
patients conceptualize their care—not how
survey researchers think about care. Face
validity and cognitive testing are not sufficient
conditions. Most patient satisfaction surveys
recognize that patients view care in terms of
the different groups of staff with whom they
interact (e.g., nurses, physicians) as well as the
processes that they experience during their
care (e.g., admission/registration, discharge,
etc.). Even the revised Hospital CAHPS instru-
ment includes 24 core items covering patients’
perspectives about their care from nurses, their
care from doctors, the hospital environment,
their experiences in the hospital, information
at discharge, and overall rating of the hospital
(Centers for Medicare & Medicaid Services,
2003, December) similar to Press Ganey’s
dimensions of care (Kaldenberg et al., 2002;
Press, 2002).

Patient Satisfaction Surveys
In contrast to patient reports, considerable

research confirms that patient satisfaction sur-
veys using ratings are leading indicators of
healthcare outcomes, including compliance
with medical advice, likelihood to recom-
mend, and return visits for care (e.g., see
Cameron, 1996; Parhiscar & Rosenfeld, 2002;
Press, 2002; Press Ganey Associates, 2004). 

Although all patient-derived information is
subjective, only patient satisfaction surveys
accurately assess the patient’s experience.
Patient satisfaction surveys that ask patients to
evaluate their experiences take into account
multiple aspects of care not captured by
patient reports, such as

• the empathy and compassion of nurses,
physicians, and staff

• the affect, tone, and caring in the deliv-
ery of healthcare services

• the quality of the information and
explanations that accompany care.

Sitzia and Wood’s (1997) comprehensive lit-
erature review identified three purposes for
patient satisfaction measurement: (a) to
describe healthcare services from the patient’s
perspective, (b) to identify problem areas in
healthcare organizations and generate ideas
for solutions, and (c) to evaluate healthcare.
The evaluation of healthcare was considered
the most important reason for measuring the
patient’s perspective of care. “The term ‘evalu-
ation’ suggests a cognitive process in which
specific aspects of care are assessed, while
‘satisfaction’ refers to an emotional response to
the whole experience” (Wensing & Elwyn,
2002, p. 154). “Perceived quality is just one of a
number of antecedent factors driving satisfac-
tion” (Newsome & Wright, p. 162).

Several researchers have drawn an impor-
tant distinction between surveys that ask
patients to evaluate the care they received
and surveys that ask patients whether they
are “satisfied” or not (Hall & Dornan, 1988;
Linn, DiMatteo, Chang, & Cope, 1984).‡ In
testing several methods of measuring patient
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‡Many critics (a) state that patient satisfaction questionnaires
“typically ask patients to evaluate their satisfaction with care
received using a scoring system that allows patients to choose
one of several responses ranging from ‘very satisfied’ to ‘very
dissatisfied’” (Cleary, Keroy, Karapanos, & McMullen, 1989)
or (b) discount all patient satisfaction measures because some
surveys use global satisfaction questions (e.g., “Rate your over-
all satisfaction with X”).  Both are overgeneralizations and
inaccurate reflections of current practice outside of academia.



satisfaction, Ross et al. (1995) found that glob-
al measures and very-dissatisfied to very-
satisfied scales were inferior to multidimen-
sional evaluations that assessed several
aspects of patients’ care. “The problems with
overall satisfaction measures are compound-
ed by the fact that they may be so high that
they are vulnerable to a ceiling effect that
reduces the sensitivity of the measure for
detecting differences between hospitals or
changes over time” (AHRQ, 2003b). Using
multidimensional surveys in which patients
evaluate specific aspects of their care episode
reduces positive bias and identifies more
opportunities for quality improvement
(Williams & Calnan, 1991).

In addition to their use of evaluative rat-
ings, one feature of Press Ganey’s instruments
that differs them from traditional patient satis-
faction questionnaires is a focus on specific
healthcare experiences (Kaldenberg et al.,
2002). Rather than giving generalized opinions
about healthcare, patients rate the quality of
specific events or experiences related to their
most recent encounter. “Detailed questions
about specific aspects of patients’ experiences
are more likely to be useful for monitoring the
performance of various hospital depart-
ments…and could point to ways in which
healthcare delivery could be improved”
(Jenkinson et al., 2002, p. 338). Global meas-
ures are inadequate because improvement
interventions are targeted at specific processes
(Carey, 1999; Carey & Seibert, 1993). Rather
than using simple questions to assess patient
experiences (e.g., “During this hospital stay,
did you need any emotional support from
doctors, nurses, or other hospital staff?” Yes or
No), the Press Ganey approach uses detailed
questions to measure each of several dimen-
sions of patient-centered care.

Kano, Seraku, Takahashi, and Tsuji (1996)
contend that it is not enough to merely satisfy
patients by meeting their basic and spoken
requirements—particularly in highly competi-
tive healthcare markets. Patients expect that
their basic needs will be fulfilled. Attaining
high levels of patient satisfaction is hard to
achieve by excelling in these areas alone.
However, there are unspoken or unexpected
patient needs that when satisfied lead to high
levels of satisfaction. These attributes some-
times are called excitement attributes or
“delighters.” They are not expected by the

patient but when present can result in high
levels of patient satisfaction.

“Hospitals, in general, do an extremely
good job at taking care of their patients. But
today the call is for greatness, for ‘patient-
inspired healthcare.’ When staff focus on lis-
tening and learning from the voice of the
patient, they’ll also take care of the areas of
concern…” (M. Malone, personal communica-
tion, December 16, 2003). Unfortunately, patient
report surveys, such as Picker’s, focus prima-
rily on problems from the facility’s perspec-
tive. Patient satisfaction evaluations not only
assess patients’ articulated needs and per-
formance issues but also measure “delighters”
that lead to patient loyalty and trust.

Discussion
Patient surveys used as diagnostic meas-

urement tools must be statistically reliable and
valid (see Table 3 for a minimum set of crite-
ria). Changing care processes, developing
interventions, or creating “report cards” based
on questionnaires with untested reliability or
validity is a risky venture at best (Seibert,
1998). Patient reports are not direct measures
of performance and have not been validated
using techniques any more sophisticated than
focus groups and cognitive interviews. “If a
research instrument has not undergone a
robust process of development and testing, the
credibility of the research findings themselves
may legitimately be called into question and
may even be completely disregarded” (Kelley,
Clark, Brown, & Sitzia, 2003). For example,
contrast the Picker dimensions of care against
Hospital CAHPS.

By definition, a patient-centered approach
requires that patient needs, expectations, and
evaluations be taken into account for quality
improvement purposes. Patient reports
merely estimate the frequency or occurrence of
certain events. Patient reports simply assess
the number of problems regardless of the
importance of the issues to patients. Patients’
recall and reporting of events will be shaped
by their memory and will not necessarily
reflect the objective delivery of care. The prop-
er use of patient surveys is to collect informa-
tion that cannot be collected any other way,
such as patient evaluations of care.

“It really does not matter if the patient is
right or wrong. What counts is how the patient
felt even though the caregiver’s perception of

JHQ Online W4-12



reality may be quite different” (Petersen, 1988,
p. 25). Proponents of patient reports would
ignore the patient’s real experience of care. The
“experience” of care is always a personal, cog-
nitive phenomenon that can be revealed
through ratings, not vague recollections of
events. The idea that patients objectively
report what “really” happened some weeks or
months earlier, as though they were reading a 
medical chart, is untenable.

Recommendations
The Hospital CAHPS survey is intended to

be a public report tool to guide consumers in
hospital choice. However, past efforts by pub-
lic agencies at designing and publicly report-
ing quality measurement data have encoun-
tered methodological problems (Berwick,
2002; Berwick & Wald, 1990; Epstein, 1998).
Designing a reliable and valid healthcare sur-
vey to scientifically assess patients’ perspec-
tives presents methodological problems equal-
ly complex and nontrivial.

Rhode Island was the first state to require
all its hospitals to use the same patient survey
and release the results to the public (Barr et al.,
2002). Rhode Island “hospitals were involved
in quality improvement all along, but used the
pilot [Press Ganey] results in particular to help
target specific areas for improvement” (Barr et
al., 2002, p. 65). Efforts in other states to survey
patient experiences using patient reports have
been less successful.

In 2000, Massachusetts decided not to release
data from its statewide hospital survey
because of concerns over the validity of col-
lected patient report data. “Some [patients]
were asked about their care two months after
discharge while others were asked several
months later, opening the possibility that
results might vary because of failed memory
rather than differences in care. The length and
season of the surveys also differed, which
could further skew results” (Tye, 2000, p. A01).
According to Andrew Dreyfus, executive vice
president of the Massachusetts Hospital
Association, “Public reporting only works
when the information is valid and fair, and
there were enough questions about the validi-
ty and fairness of this data that no one felt
comfortable about releasing it publicly” (Tye,
2000, p. A01).

Similar questions recently have been raised
with the Patients’ Evaluation of Performance

in California, or PEP-C, survey. Only 47% of
the California’s hospitals participated in the
second round of the survey—up from 30% in
the first round (Benko, 2003). Self-selection is
one problem (McCormick, Himmelstein,
Woolhandler, Wolfe, & Bor, 2002), particularly
if the public is expected to take the results seri-
ously, but the survey’s methodology and use
of patient reports are more problematic.

Public reports should be based on surveys
conducted shortly after a patient’s stay, not
weeks or months after discharge. Patient per-
ceptions of something as simple as whether
information was presented at discharge deteri-
orates significantly after 1–2 weeks (Henderson
& Zernike, 2001). Patient survey data obtained
more than 6 weeks after discharge have been
shown to be unreliable (Bredart et al., 2002). As
a result, patient surveys, particularly those that
will be used for public accountability, should
not be delayed. 

Survey instruments also should be short—
not 65+ questions like the original Hospital
CAHPS prototype. The length and complexity
of patient reports increase respondent burden,
lower response rates, and degrade data quali-
ty. Survey instruments must be available in
multiple languages. Non-English-speaking
patients represent a substantial portion of
many hospitals’ populations. Excluding these
patients from surveys for public report by fail-
ing to have appropriate translations produces
survey results that are not truly representative
of patient populations and should not be used
for public accountability. 

In sum, the measures and methods used for
public report should empower patients to
evaluate the quality of their care. Although
researchers acknowledge the multidimension-
al nature of patient satisfaction (Linder-Pelz &
Struening, 1985; Press, 1984, 2002; Press &
Ganey, 1989) and propose different models of
patient evaluation, there is remarkable consis-
tency in the underlying factors measuring
patient experiences across these surveys.
Despite the recent focus on public accountabil-
ity, hospitals have always been publicly
accountable by word of mouth and by the
accountability that they bring to each and
every patient encounter.§ Patients are always
judging—and they judge an organization
against their own personal set of expectations.
When individuals ask friends and family
members for recommendations, they do not
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ask for reports on the frequency of specific
events. Rather, they ask, “How was the care?
Were you satisfied? Would you recommend
this hospital?”

Conclusion
Surveys for public report should comple-

ment, not compete with, hospitals’ current
surveys used for quality improvement.
“Although accountability measures may iden-
tify areas and organizations that need
improvement, these results are necessarily so
far downstream that they are rarely of much
help to the process of improving the delivery
of health care” (Solberg, Mosser, & McDonald,
1997, p. 136). Patients deserve to be allowed to
evaluate the quality of their healthcare experi-
ence. Patient satisfaction evaluations enable
and empower patients by making them the
ultimate arbiter of the quality of their experi-
ence. Patient evaluation surveys manifest the
relative and changing values of the patient
and are more effective measures of quality of
care than patient reports. Simply identifying
whether specific processes occurred and at
what frequency reflects the values of the insti-
tution, not those of the patient.

“Satisfaction should be defined by patient
experience, not by providers’ definitions of
quality. Unfortunately, most healthcare surveys
have focused on evaluating the ‘different
dimensions of patient services…with little
attention being directed to the relative impor-
tance of these dimensions’” (Kaldenberg et al.,
2002, p. 4:18). As healthcare enters a new era of
report cards and public accountability, patient
surveys must measure experience from the
patient’s perspective using rating, not reports,
to achieve any semblance of effectiveness. 
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