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Abstract Providing a good patient experience is a key

part of providing high-quality medical care. This paper

explains why patient experience is important in its own

right, and its relationship to other domains of quality. We

describe methods of measuring patient experience,

including issues relating to validity, reliability and response

bias. Differences in reported patient experience may

sometimes reflect differences in expectations of different

population groups and we describe the arguments for and

against adjusting patient experience data for population

characteristics. As with other quality improvement strate-

gies, feeding back patient experience data on its own is

unlikely to improve quality: sustained and multiple inter-

ventions are usually required to deliver sustained

improvements in care.

Key Points for Decision Makers

Quality is a multi-dimensional concept, and a single

indicator does not (and should not) reflect quality in

other domains. Patient experience is important in its

own right.

Patient experience is consistently and positively

associated with other quality outcomes including

patient safety and clinical effectiveness across a wide

range of studies, and healthcare facilities providing

high-quality clinical care tend to have better

experiences reported by patients. However, these

associations are frequently modest in size. Clinical

quality and patient experience should be considered

as distinct but inter-related aspects of quality.

Differences in patient experience scores between

population (e.g. ethnic) groups may in part reflect

differences in expectations.

Adjusting patient experience scores for population

characteristics (e.g. ethnicity, deprivation) increases

the acceptability of the results to healthcare

providers. Case-mix adjustment in general makes

only small differences to scores, though the greatest

positive effect is on providers serving vulnerable

populations.

Significant quality improvement in general requires

multiple strategies which are sustained over time.

The same is probably true when using patient

experience measures as a quality improvement tool.

Simple feedback is unlikely to produce significant

improvements in care.
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1 Introduction

Patient experience is an important outcome of medical

care [1, 2] and a key component of quality of care [2–5].

Policy makers worldwide are increasingly interested in

gathering patient experience data to assess providers

against a range of performance indicators and to stimu-

late quality improvement. In parallel, new technologies

are driving innovative and cost-effective approaches to

measuring patient experience. In this paper we consider

what patient experience is, how it is measured, how

patient experience relates to other aspects of the quality

of care, and how data on patient experience can be used

and interpreted.

2 What is ‘Patient Experience’?

The terms patient experience, patient perspective, patient

reports, patient perception and patient satisfaction are often

used interchangeably, with the potential to cause confusion

and misunderstanding.

Patient experience, one of the most commonly used

terms, can be conceptualised both as patients’ experiences

of care and as feedback received from patients about those

experiences. For example, the English National Health

Service (NHS) outlines eight domains defined as critical to

a ‘good’ patient experience, including respect, information

and communication, physical comfort, emotional support,

and access to care [6]. This aspiration for patient experi-

ence does not, however, make an explicit link to the

mechanisms by which such experience may be fed back to

providers. In contrast, some healthcare analysts, e.g. Dr

Foster Intelligence, define patient experience as ‘‘feedback

from patients on ‘what actually happened’ in the course of

receiving care or treatment, both the objective facts and

their subjective views of it’’ [7]. This places the focus for

patient experience firmly both on what happens to patients,

and how they report that experience.

This also highlights the blurred edges between the

concepts of ‘patient experience’ and ‘patient satisfaction’.

Often used interchangeably, the concepts are distinct,

although the nature and direction of their relationship

continues to be debated. Satisfaction is a multi-dimensional

but often poorly defined concept, centred on the subjective

experiences of patients [8]. It is influenced by patients’

expectations of and preferences for care, by variations in

response tendencies amongst different patient groups, as

well as by the quality of care received [9, 10]. Satisfaction

has been conceptualised and investigated as one determi-

nant of patient experience [9], yet other contradictory

formulations place patient experience as an element of

satisfaction instead [11]. This can obscure the concept and

sometimes raises unfounded criticism of measures of

patient experience in general. The appropriate conceptual

view may depend on the level at which feedback from

patients is being studied. Most commonly, when investi-

gating the perceived quality of service providers such as

hospitals or general practitioners (GPs), questions to

patients about their satisfaction with the care provided form

one subsidiary aspect of a wider set of items about their

overall patient experience, which combines both views on

and descriptions of care. In contrast, investigations of

global ratings of an entire healthcare system (e.g. ‘the

National Health Service’) lend themselves more naturally

to placing satisfaction as the overarching concept, and

subsequently exploring how experiences of distinct epi-

sodes of care drive overall ratings.

Patient experience is also a multi-dimensional construct

encompassing a number of elements of care. Commonly

included areas contain the process of making or receiving an

appointment, cleanliness of facilities, waiting times, the

information provided, and interactions with staff including

receptionists, healthcare assistants, nurses and doctors.

Feedback questions on these may, as Dr Foster outlines,

focus either on what happened in these areas, or how patients

rate their experience [7]. These can be distinguished as:

a. patient reports: patients’ accounts of what happened

(e.g. did you receive information about your treat-

ment?); and

b. patient evaluation: patients’ ratings of their experience

(e.g. how would you rate the information you received

about your treatment?).

Occasionally, these two approaches are combined, e.g.

when patients are asked how long they waited, and also

whether the waiting time was too long. This enables an

assessment to be made of the acceptability of some aspects of

care; in this case, waiting time [12]. Critics of the evaluation

approach argue that patient reports are more actionable and

less likely to get overly positive responses [13]. For this

reason, recent patient experience questionnaires draw

heavily on report approaches: for example, the Picker

Institute questionnaires developed for use in the English

NHS predominantly include report items, with one final item

asking patients to rate the overall care received [14]. While

these criticisms are valid for general satisfaction questions, it

is less clear that accusations of limited utility are valid when

evaluation questions ask about very specific aspects of

care—for example, ‘‘How good was the GP at involving you

in decisions about your care?’’ (with responses: very good,

good …. to … very poor) from the national GP Patient

Survey. Furthermore, the distinction between report and

evaluation questions is not always as clear-cut as sometimes

suggested, as report items often contain an evaluative
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component—for example, by including the phrase ‘‘as much

as you wanted’’ in the following report item from an NHS

inpatient survey: ‘‘Were you involved as much as you wanted

to be in decisions about your care and treatment?’’ (with

responses: yes definitely; yes to some extent; no).

More recently, research has considered how well items

on patient experience surveys can distinguish between

differing expectations of care and different experiences.

For example, a US study explored whether different patient

groups, on this occasion differentiated on the basis of

ethnic background, reported differing patient experience

when presented with apparently identical healthcare.

Through administering questions on expectations of care, a

series of written vignettes, a video-depicted doctor–patient

interaction, and modified communication (patient experi-

ence) items from a national survey (Consumer Assessment

of Healthcare Providers and Systems surveys), it found that

specific patient experience questions did indeed reflect

difference in care, rather than differences in expectation

[15].

3 How Can ‘Patient Experience’ be Measured?

Patient experience data may be gathered in a wide variety

of ways. Most frequently in routine clinical practice,

patients’ views are assessed using questionnaire surveys.

Until recently, these were most often administered on

paper, either handed out in clinic or posted to patients

following attendance at a healthcare provider. New

developments in technology, however, mean that surveys

can be conducted through SMS messages to patients’

phones, through online surveys, or through the use of

handheld devices or kiosks to get real-time feedback, e.g.

daily assessments by patients of their care on a ward.

Patient experience can also be assessed using interviews or

focus groups, methods more commonly used in research

because of the costs of routinely collecting and analysing

such data. Other sources of feedback on patient experience

include complaints and compliments received by medical

staff, and feedback from patient groups. Different methods

of feedback may draw different pictures: for example, data

collected through interviews more frequently result in

reports of negative experiences of care when compared

with the results of surveys, which have been criticised for

producing bland positive responses [16, 17]. Nevertheless,

general summary measures of patient experience are pop-

ular with policy makers because of their simplicity, e.g. the

‘friends and family test’ now widely used in the UK NHS

in which patients are asked whether they would recom-

mend a facility (e.g. hospital or GP practice) to their friends

and family [18].

As noted already, patient experience is one component

of quality of care, and the question arises as to whether

patients can provide valid and credible information to

measure quality. As mentioned earlier, a range of domains

of experience can be measured using both report and

evaluation items, including accounts of waiting time,

doctor–patient communication, staff responsiveness,

availability of patients’ information and cleanliness. Some

of these aspects can be assessed and confirmed objectively

as well. For example, doctor–patient communication could

be evaluated by external raters viewing videotapes of

consultations to score the quality of the interaction, and

access to primary care can be measured by using ‘mystery

shopper’ approaches to measure the proportion of times a

request for a particular appointment time could be met [19,

20]. These measures are not without their limitations: for

example, raters assessing consultation videos are well-

known to range from ‘hawks’ to ‘doves’, with subsequent

variations in the scores they assign. It is therefore impor-

tant to address these issues by, for example, using multiple

raters to assess the same consultation. For instance, a

recently developed instrument to assess the effectiveness of

communication across an entire doctor–patient consulta-

tion (the Global Consultation Rating Scale, based on the

Calgary-Cambridge Guide to Medical Interview), found

that among simulated patient consultations, presenting

consultations in a random order and using three or more

raters addressed order effects in scoring consultations, and

achieved acceptable reliability ([0.8) in assessing the

quality of communication in a consultation [21]. Whilst

these alternative methods of examining experience are

useful and can also give us an idea of the ‘objective facts’,

they do not assess other relevant aspects of patient expe-

rience, namely how patients feel about their care.

Reliability is another important consideration when

using surveys to measure quality of care. There need to be

sufficient responses in order to distinguish genuine differ-

ences between providers (e.g. GP, hospital ward) from

random variation due to chance. There are well-described

methods for determining how many questionnaire surveys

need to be returned in order to provide a reliable measure

of care [22]. As well as surveys based on low numbers

(which may indicate low reliability), providers also express

concern when the response rate is low. Their concern here

is that patients who respond may be a biased sample, e.g.

with systematically positive or negative experiences.

However, response rates are only weakly associated with

non-response bias in surveys that adhere to high standards

of survey methodology [23, 24], and surveys with response

rates typical of those in public sector surveys (e.g.

35–40 %) are often regarded as acceptable for the purpose

of routine healthcare monitoring.

Measuring Patient Experience 237



4 How does Patient Experience Relate to Other

Measures of Quality?

Patient experience is multi-dimensional, and a single

indicator does not (and does not need to) reflect quality in

other domains [25]. A number of studies have looked at the

associations between patient experience and other mea-

sures of quality of care, and in particular between measures

of patient experience and clinical quality. There are two

reasons to consider these relationships. Firstly, to deter-

mine whether patient experience could act as a proxy

measure of clinical quality, and secondly, to address the

concern that an excessive focus on improving patient

experience could be at the expense of clinical quality.

A recent systematic review found a positive association

between patient experience and clinical effectiveness and

patient safety [26]. The authors concluded that patient

experience should be regarded as ‘‘one of the central pillars

of quality in health care’’, with dimensions of quality being

examined together rather than in isolation. Other studies

have focussed on the impact of particular dimensions of

patient experience on clinical outcomes. For example,

effective doctor–patient communication can have an

impact on health outcomes, including emotional health,

symptom resolution, functional and physiological mea-

sures, and pain control [27]. Recent analysis of English GP

Patient Survey and Quality and Outcomes Framework

(QOF) data found statistically significant positive associa-

tions between patient-reported doctor communication skills

and the technical quality of care provided by a practice

[28]. Communication is also correlated with better patient

adherence (the degree to which patients follow the rec-

ommendations of their health professionals), and a recent

meta-analysis found that the odds of patient adherence

were 1.62 times higher when a doctor had received com-

munication skills training [29]. Key moderators of the

impact of training included the severity of the disease

(training had less effect the more serious a patient’s disease

was), the components of training (inclusion of communi-

cation skills around adherence led to a greater effect), and

the doctor’s specialty (training had more effect if the

doctors under study were paediatricians).

Positive associations between patient experience and

outcomes may not always be seen: one trial of communi-

cation skills training among primary care staff found that

the intervention improved communication with patients at

the expense of worse diabetic control [30]. This is, how-

ever, an outlier in the evidence we have to date, and a more

detailed examination would be required to ascertain whe-

ther the design of the intervention may have impacted on

assessments of communication. Overall, the evidence

suggests that, on average, providing a good-quality patient

experience does not compromise technical quality or

patient outcomes, although the positive associations

between these variables are often modest in size [26, 28,

29]. Nonetheless, modest associations can still have prac-

tical significance—for example, in a meta-analysis study,

the odds of patient adherence to medication were found to

be 2.16 times higher if a physician had good communica-

tion skills, despite the overall weak association between the

two quality domains (r = 0.15) [29]. In general, good-

quality clinical care is associated with good patient

experience.

5 How Should Patient Experience Data be Interpreted?

Although reporting of patient experience data has the

potential to improve quality, it is also important to under-

stand the complex nature of the data collected. For exam-

ple, in English primary care, patients report more negative

experiences in practices with a higher proportion of

younger patients, ethnic minorities, and patients living in

more socio-economically deprived areas [31]. This could

be because they receive worse care, or because the

expectations of some population groups are different, or

because they interpret the questions in survey instruments

in different ways. There is evidence to suggest that patient

experience questionnaires do allow patients to reflect on

experiences independent of expectations [15]. Nonetheless,

it is rarely possible to determine the reason for such sys-

tematic differences, and in the past the results have been

inconsistent and contradictory [32].

There is some evidence that different population groups

may have different expectations of care. For example,

Asian patients reported more negative evaluations of

waiting times compared with White patients, even when

the actual times that the groups reported waiting were

similar [33]. A further difficulty in interpreting patient

experience data is that different population groups may

place greater emphasis on some aspects of care than oth-

ers—for example, less educated patients may place greater

relative value on continuity of care than more educated

patients [34]. An example of different ways in which dif-

ferent population groups might interpret the actual

response options presented on a questionnaire was reported

by Elliott et al. [35], who found that more educated patients

were less likely to use extreme response options at both

ends of a scale. If these differences were pronounced, it

would make it more difficult to draw comparisons between

population groups across a range of quality domains.

These issues can be used to make an argument for case-

mix adjustment of patient experience data. In practice,

adjusting for patient characteristics in either primary care

or hospitals has a relatively small impact on unadjusted

values, though the effects tend to be greatest for providers
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serving vulnerable populations [31, 36]. In addition to

ethnicity and deprivation, other variables to consider in the

context of case-mix include age, sex, self-reported health

status, and presence of longstanding psychological or

emotional conditions [31, 36]. The impact of some of these

variables (such as age) is likely to be relevant to patient

responses in all surveys; others, such as whether a patient is

admitted to hospital as an elective or an emergency, are

obviously survey specific. What case-mix adjustment does

do is to allow comparisons between different sites to be

made without the immediate complaint from care providers

that the patient populations are not comparable. For

example, practices gaining most from case-mix adjustment

in English primary care were on average smaller and

treated patients who tended to be younger, ethnic minori-

ties, living in more socio-economically deprived areas, and

in worse health compared with patients from other prac-

tices [31]. Adjusted data therefore have the potential to

allow fairer comparison between health practices and/or

providers. The argument against case-mix adjustment is

that it may be a way of institutionalising sub-standard care

by masking poor care provided to some patient subgroups,

and therefore some argue that both adjusted and unadjusted

data on patient experience should be reported [31, 36].

6 How Can Patient Experience Data be Used

to Improve Quality?

Patient experience data are now widely used to measure the

quality of health services. The NHS in England was among

the first to mandate a national patient survey in 2001, with

the USA following with its own national Hospital Con-

sumer Assessment of Healthcare Provider and Systems

survey (CAHPS). Australia, Canada, New Zealand and

many European countries now use measures of patient

experience and have made systematic arrangements for

measuring and monitoring patients’ views at a national

level [37]. A survey of quality improvement strategies in

389 European hospitals found that patient experience data

were increasingly used to assess quality of care alongside

measures of clinical quality and safety [38]. In England,

several years’ data are now available publically on

patients’ experience in acute, mental health and primary

care, including specific surveys of maternity services,

cancer services and emergency departments, and an

expansion to the use of patient-reported outcome measures

(PROMS) to evaluate the effectiveness of elective surgical

care [39–45].

Despite data on patient experience being increasingly

collected worldwide, there are still questions in regards to

its uses and value. There is clear evidence that although

health professionals in principle have positive attitudes

towards patient feedback, they raise objections to its use

when presented with results that appear critical of their

own care [46, 47]. Improving quality requires a strategy of

implementing multiple interventions, sustained over time.

For example, the UK achieved major improvements in

clinical quality in primary care with the introduction of a

number of strategies, including national guidelines,

nationally directed programmes of audit, public release of

information on quality of care and pay-for-performance

[48]. However, the impact of patient experience at a local

level remains to be explored, particularly as the impact of

effective local initiatives may be lost in national aggre-

gated data [49]. Surveys of patient experience carried out

on their own are unlikely to have much effect in changing

practice [50]. Nevertheless, collecting patient experience

data is the initial but essential step to understanding chal-

lenges and opportunities in improving the quality of

healthcare.

Public reporting of patient experience in combination

with an array of interventions that take in to consideration

the context of a healthcare system may have greater

potential to stimulate providers to improve quality [51–53].

Although public reporting may encourage improvements

through increased competition between health providers

and professionals, a review exploring the impact of public

reporting of patient experience, in combination with patient

outcomes (such as mortality rates in hospital wards), found

that some surgeons became more reluctant to care for high-

risk patients (e.g. ethnic minorities) [54]. As with any form

of incentive, it is essential that the benefits and unintended

consequences are weighed and addressed to ensure equi-

table provision of care.

7 Conclusion

This paper summarises some of the key issues surrounding

patient experience, which is an important aspect of quality

of care. There continues to be much work needed to refine

our approaches to defining and measuring patient experi-

ence. Critically, we still have only limited insight into how

the capturing of patient experience data can feed back into

the drive for further improvements in patient experience.

What is encouraging is the sustained recognition of policy

makers and providers of the importance of listening to and

acting upon the views and feelings of patients within

healthcare. As Donabedian said (p. 251) [55]: ‘‘It is when

we help consumers help us that they can make their

greatest contribution to enhancing the quality of care, even

as we make ours’’.
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