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Abstract: Improving the quality of care in international health services was made a high
priority in 1977. The World Health Assembly passed a resolution to greatly improve “Health
for all” by the year 2000. Since 1977, the use of patient surveys for quality improvement has
become a common practice in the health-care industry. The use of surveys reflects the concept
that patient satisfaction is closely linked with that of organizational performance, which is in
turn closely linked with organizational culture. This article is a review of the role of patient
surveys as a quality-improvement tool in health care. The article explores the characteristics,
types, merits, and pitfalls of various patient surveys, as well as the impact of their wide-ranging
application in dissimilar scenarios to identify gaps in service provision. It is demonstrated
that the conducting of patient surveys and using the results to improve the quality of care are
two different processes. The value of patient surveys depends on the interplay between these
two processes and several other factors that can influence the final outcome. The article also
discusses the business aspect of the patient surveys in detail. Finally, the authors make future
recommendations on how the patient survey tool can be best used to improve the quality of
care in the health-care sector.
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Introduction

To evaluate different aspects of clinical and nonclinical care, patient surveys have
been used extensively.'® Defining quality improvement from patients’ perspectives
provides better value for their money with improved safety, accessibility, equity,
and comprehensiveness of care. From a provider’s point of view, quality improve-
ment may be more efficient, providing more effective services to a greater number
of consumers with a reasonable level of satisfaction, enough for customer retention.
Patient surveys are the documents produced that reflect the outcome of patient
and provider efforts to achieve their independent goals for quality improvement.
Providers use these tools to make the necessary changes to make their service more
patient friendly. The effectiveness of patient surveys depends on several factors,
such as design, standardization, type, construct validity, internal/external validity,
reliability, and reproducibility.”!° The organizational culture and the training status
of the surveyors and survey analysts have a significant bearing on the effectiveness of
the tool as well as its utility as a quality-improvement tool.'"'> This article evaluates
the value of patient surveys as a quality-improvement tool in different health-care
environments and settings.
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Historical view

In the United States, the history of surveys dates back to
the early 1890s. During that period, medical education and
health care for the most part were controlled and managed
by for-profit organizations, and quality of care was not con-
sidered an essential aspect of the care.!* The first report on
the poor quality of care of patients was published in 1910
by the American Medical Association. This article was the
result of research conducted by researcher Abraham Flexner,
who published a report to the Carnegie Foundation.!*!?
In the same year, Ernest Codman from Boston General
Hospital introduced the concept of using patient opinion in
improving standards of patient care. In 1917, his efforts led
to the development of the Hospital Standardization Program
through the American College of Surgeons.'®!” In 1952,
several North American organizations, associations, and
regulatory bodies — the Canadian Medical Association, the
American College of Physicians, the American Medical
Association, the American Hospital Association, and the
American College of Surgeons — joined to form the Joint
Commission on Accreditation of Standards and Quality
of Care. The main focus of evaluations was based on the
patient’s perceived view on quality of care.

The concept of improving health-service quality of
care in the international arena received attention in 1977,
when the World Health Assembly proclaimed the goal of
improvement of “Health for all” by 2000.'8 These objectives
were further developed in 1984 for member countries.
One of the objectives was for each country to develop
effective policies and procedures that enhanced continuous
quality-improvement and quality-assurance mechanisms
focusing on availability, accessibility, and quality of care
in that country.?® The International Society for Quality
in Health Care, under the guidance of the World health
Organization (WHO), published a report on benchmarking
various quality-improvement practices in member states and
other countries.

Why are patients’ opinions

so important?

There are a number of factors that have made it difficult for
the health-care industry to achieve customer satisfaction and
retention in the last two decades. These include increasing
patient awareness and knowledge, new research and innova-
tions in the health-care field, the increasing cost of services,
and continuous competition among health-care providers.
Yet continuously improving quality to make services more
efficient, effective, and consumer friendly is not an option

but a necessity for health-care providers.?'** This disconnect
between the continuing quality-improvement imperative
and the difficulty the health-care industry has had achieving
such improvements has conceded the ultimate power and
control into consumer hands, making measurement of cus-
tomer satisfaction the primary mechanism to drive these
needed changes. Customer complaints analysis, satisfaction/
experience surveys, and patient-assessed outcome tools have
been made the yardsticks of performance and pointers direct-
ing changes. In the evolving relationship between physicians
and patients, the terms “consumer” and “provider” seem to
be becoming more and more relevant and may represent the
most accurate drivers of expectations and boundaries within
the relationship.”® Weingart et al in 2006 defined service
quality as the “patient’s self-reported experience of care”
as the metric for evaluating quality.>* At the same time, the
patient is the customer in the health-care industry, but not
all customers are patients; several other internal and external
stakeholders can also be customers.

Current opinion on the

effectiveness of patient surveys
The Health Evidence Network is an information service of
the WHO’s Regional Office for Europe and is the decision-
maker for public health and health care in the European
Region.?* In its commissioned work report titled How Can
Hospital Performance Be Measured and Monitored?, the
Health Evidence Network states that “The principal methods
of measuring hospital performance are regulatory inspection,
public satisfaction surveys, third-party assessment, and
statistical indicators, most of which have never been tested
rigorously. Evidence of their relative effectiveness comes
mostly from descriptive studies rather than from controlled
trials. The effectiveness of measurement strategies depends
on many variables including their purpose, the national
culture, how they are applied and how the results are used.””
This statement emphasizes the lack of rigor in this area with
uncertainty about the value of customer surveys as quality-
improvement tools and underscores the fact that survey
effectiveness may be dependent on several variables, such as
how the surveys are applied and how their results are used.
In that publication, it is also noted that “Standardized
surveys of patients and relatives can reliably measure hospital
performance against explicit standards at a national level.
Hospital performance is becoming more focused on health
education, patient empowerment, comfort, complaint mecha-
nisms and continuity of care.” Yet the report goes on further
to comment: “However, traditional satisfaction surveys have

34 submit your manuscript

Dove

Journal of Healthcare Leadership 2012:4


www.dovepress.com
www.dovepress.com
www.dovepress.com

Dove

Consumer surveys as a quality-improvement tool

been methodologically weak, and focused on the agenda of
clinicians and managers rather than patients. A review of
195 published studies suggested that few patient surveys were
both valid and reliable, and governments may be reluctant to
publish adverse results for public hospitals. This agrees with
the worries of several researchers on the real cost-effectiveness
of using patient surveys.””?° At the same time, other research-
ers consider patient surveys as ultimate weapons in the
improvement of quality of care.’*

It is not clear what and where the gaps are in the under-
standing of this tool. Why should the researchers and policy-
makers have such diverse and conflicting opinions about the
effectiveness of the patient-survey tool?

Current state
Most parts of the Western world still use patient surveys to
guide their improvement efforts. In 2002, the USA Centers
for Medicare and Medicaid Services in association with
the Agency for Healthcare Research and Quality pioneered
a nationwide, standardized, and publicly reported patient
survey to gather patients’ experiences of hospital-based care.
The 27-point version of this survey was endorsed by the
National Quality Forum in 2005. This survey, the Hospital
Consumer Assessment of Healthcare Providers and Systems
(HCAHPS) survey, in short, “H-caps,” aimed to improve
quality of care for adult patients. The results of this survey
were first reported in 2008.283940

HCAHPS surveys were launched with a mission to
“empower consumers with quality-of-care information to make
more informed decisions about their health care, and encour-
age providers and clinicians to improve the quality of health
care . ..”.? The surveys are based on provider accountability
and patient-experience-driven hospital quality-improvement
initiatives. The results of the surveys are reported in the public
domain on Centers for Medicare and Medicaid Services’
Hospital Compare website. This was believed to generate
healthy competition amongst providers to do better every time,
and provided patients with choices, options, and opportunities
to make informed decisions about their own medical care.
This process was implemented after extensive background
fieldwork and pilot testing in three states before finally being
implemented nationwide in the US.

Disadvantages of HCAHPS

patient surveys

To be comprehensive, the survey has to be rather lengthy, eg,
the original HCAHPS surveys had 35 to over 90 questions,
depending on the type of survey. This high number of

questions may result in poor compliance and response rate.
These surveys are carried out either electronically, by tele-
phone using active interactive voice response, or through
the postal service. Generally speaking, it is agreed that such
remotely conducted surveys per se have poor response rates
as compared to face-to-face surveys. Standardized national
survey formats do not address local issues and are not
customized for a particular issue.

Local hospitals often have to add a few more questions
specifically relevant to their services, which makes these
surveys even lengthier. In spite of this, most organizations
still try to combine their own surveys with that of HCAHPS
to reduce their survey costs.*” These surveys for the most
part are quantitative, and large numbers are required for their
outcome and results to be meaningful. Since these surveys
are conducted by individual hospitals or their representative
commercial agencies, some providers often believe that the
surveys are disruptive to services.

The estimated cost of a stand-alone HCAHPS survey is
$10-$15 per completed survey ($3000-$4500 per hospital,
assuming 300 completed surveys) for the mail survey. For
the phone survey, it is $16.67-$20 per completed survey
($5000-$6000 per hospital). The active interactive voice
response survey appears to cost $10 per completed survey
($3000 per hospital). The average weighted cost per survey
may be far higher than this. For example, an individual aver-
age weighted cost of a standard mail survey is estimated
to range from $11.00 to $15.25 per completed survey
($3300-$4575 per hospital).?®

This cost can be reduced by combining it with the orga-
nization’s own survey and reducing the length of standard
HCAHPS (27-point) surveys. If this is done, than the validity,
reliability, and standardization of the tool will be lost and
its responses will no longer remain comparable with those
of other stand-alone HCAHPS surveys.?® The survey only
covers inpatient experience, which is significant but is only a
part of total patient care. Also, it is not designed for pediatric
age-group patients, who make up a sensitive, vulnerable,
and large population group of patients. The responses to the
questions can be influenced by the way questions are posed or
placed with other questions. If hospitals are allowed to com-
bine the HCAHPS survey with their own survey questions,
the responses may lose their standardization.

Abt Associates performed a cost-effectiveness study on
the shorter (27-point) version of this type of survey to evalu-
ate its effectiveness and that of public reporting of responses.
They specifically looked at the direct impact of public
reporting on consumers, the impact of public reporting of
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hospital performance on consumers, and finally the impact
of public reporting on hospital quality of care. Apart from the
study by Abt Associates, several other well-designed studies
have also concluded that there is a significant positive impact
from publicizing the results of the patient experience sur-
veys, as well as on the providers’ approach, motivation, and
performance.?¢*“! [t was also concluded from these studies
that patients want to go for best value (quality, safety, and
cost) for their money when they try to purchase health care.
Their decisions on which health system to sign up for could
be significantly affected by the public reporting of customer/
patient experience with any particular provider.3%42-44

Picker Institute Europe is a nonprofit organization that
is a prominent contractor for patient surveys at primary
and secondary care levels in the National Health Service of
England and Scotland.*®* This institute analyzes the results of
the surveys and helps organizations make changes in response
to customers’ feedback. The Picker Institute diligently acquires
the information through various sources and activities, such as
literature research, focus groups, personal and phone commu-
nication with the stakeholders, and looking at the past results
of customer reflections and complaints. These activities help
them in developing specific questionnaires with excellent face
validity, a high degree of construct validity, and a high degree
of internal reliability for specific situations.***

In 2011, UK authorities decided that general practice
surveys would be conducted twice a year, but most secondary
and tertiary care system surveys would be conducted annually.
The results of the surveys are compared from previous years
and with other similar provider organizations to explore areas
for improvement. The results are published on the website of
the provider organization and also on the website of the Care
Quality Commission. Patients are then able to make informed
choices and decisions in choosing the health-care provider that
best meets their needs. These Picker surveys also come with
all the advantages and disadvantages of quantitative surveys,
such as the HCAHPS survey, except that the Picket Institute
occasionally conducts face-to-face, quantitative surveys of
patients if the research question requires it. Participation in
regular patient experience surveys is voluntary in the USA
but mandatory in the UK and is linked to UK government
financial allocations and funding for hospital systems.

In the UK before 2009, quality of care was moni-
tored and regulated by the Healthcare Commission,
which was established on April 1, 2004. The Healthcare
Commission was a replacement for the Commission for
Health Improvement, which existed from 2000 to 2004.
In 2009, the UK government established another public body

called the Care Quality Commission, which was designed
to regulate health- and social-care services in England and
was a replacement for both the Healthcare Commission and
the Commission for Social Care Inspection. Patient surveys
are used extensively by various National Health Service
organizations and general practice surgeries to evaluate their
services and identify areas for improvement. As mentioned,
it is now common practice in the UK to publicize the results
of patient surveys. The Care Quality Commission reviews
the survey results on a regular basis and makes suggestions
for necessary actions to improve care.

Recent UK surveys
Overall, the system for collecting customer/patient feed-
back on their experiences with providers and using that to
improve quality of care and make the care more customer
friendly is more structured, uniform, and robust in the UK
than in the USA at this time. Weingart et al in the UK used
a quantitative face-to-face survey technique on 228 adult
inpatient admissions.?* Written consent was obtained from
each patient. The patients were visited by the surveyor
two to three times per week for 5 minutes during the hos-
pital stay and were contacted by telephone 10 days after
discharge. Four questions were asked of the respondents
during these visits:

1. Did you experience any problems with your care during
this hospitalization?

2. Were you hurt or stayed in the hospital longer than
necessary because of problems with your care?

3. Did any error by the provider affect your quality of care
adversely?

4. Rate your overall quality of care during hospitalization
on a 5-item scale (from poor to excellent).

In this study, 228 patients were interviewed, and these
interviews generated a total of 912 reports. Out of these
912 reports, 157 reports were classified as expressing
concerns or dissatisfaction, with 38.6% of the 228 patients
experiencing at least one dissatisfying incident (range 1-6)
and 40 (17.5%) experiencing two or more.

This study was innovative, but there were many
problems:

1. The survey methodology was quite labor-intensive.

2. Most of the questions asked were closed-ended questions,
and there was limited opportunity for survey takers to
communicate and express their feelings, with only a
comment section allowing some free text at the end of
the survey. Thereby, the survey negated some of the
advantages of the face-to-face interview.
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3. The data were collected in a semiqualitative way, based
on raw data and percentages without using any analytic
statistical method. Problems with the data need to be
assessed by using either conventional statistics or statisti-
cal process control charts.

4. There were no controls from past or other similar groups
to compare performance.

5. Evenif concerns were recognized (such as poor commu-
nication, environmental issues, food complaints, unclean
and poor sanitary conditions, poor interpersonal skills,
unprofessional behavior), it was impossible to incorporate
these concerns into a quality-improvement plan in the
absence of details of the incidents.

6. The survey methodology was not standardized, nor were
the validity, effectiveness, reliability, and reproducibility
responsiveness of the questionnaire evaluated.

7. The questionnaire was too short, was not comprehensive,
and did not cover all relevant areas of care. Patient
dissatisfaction alone does not give enough opportuni-
ties to explore what actions can be taken so that similar
customer dissatisfaction incidents can be prevented.

To address the specific needs of a particular service,
several customized questionnaires have been developed
by researchers.?:333%4 Few of these are well-designed
studies with good external and internal validity. Dancet
and colleagues®' in Belgium developed a questionnaire
designed for patients with a diagnosis of endometriosis.
The 10-dimensional patient-centered endometriosis-care
questionnaire was designed after an extensive literature
review by the researchers and focus group discussions with
subject experts and patients. Demographic questions and free
text space were also added to the questionnaire. This online
survey questionnaire was piloted in the Netherlands, Italy,
and the UK. Various qualitative internal-reliability assess-
ments, such as item analysis, interitem analysis, confirmatory,
exploratory factor analysis (EFA), and reliability analysis,
were performed before final implementation.

A total of 541 patients participated in the research survey,
adding good statistical power to the study. Appropriate statistical
methods were applied to the results. The researchers concluded
that the 10-dimensional patient-centered endometriosis-care
questionnaire might serve as a tool to benchmark patient-
centeredness, help to standardize research in cross-cultural
European research, and identify areas for improvement.
Unfortunately, the authors did not comment on whether this tool
was used to improve services, and if yes, then how.!

In this study, by including various cultures, external
validity was improved. Yet the study was mainly focused

on the European population and might not be applicable to
African and Asian populations. The article did not include
information on the baseline status of the quality of care and
also did not report whether the use of the questionnaire resulted
in significantly improved quality of patient care. Thus, the
questionnaire was valid and reliable for identifying the status
of the quality of patient-centered care, but its efficacy as a
quality-improvement tool was established in the absence of
information on prospective validation of the tool.!

Consumer Assessment of Healthcare Providers and
Systems (CAHPS) surveys are used widely in the USA for col-
lecting a patient’s perspective of their ambulatory (including
pediatric ambulatory) and hospital care experience. They were
designed in 1995 by the Agency for Health Care Policy and
Research with the goal of improving the quality of care and
to make it more patient focused by using a patient perspec-
tive on the care each received.* It was suggested by several
subject-matter experts that this tool might not be valid for
developmental and preventive pediatric health care.

There are fewer tools validated or even available for the
US pediatric population, which has its own challenges.’’
The cognitive challenges in understanding children’s needs,
language barriers in expression of children’s thoughts, their
often-short attention span, an obvious sensitivity and vul-
nerability to harm, and inability to decide for themselves
in their best interest does place them in a separate bracket
of consumers. The specific article cited here is about devel-
opment and testing of a CAHPS survey applicable to the
developmental and pediatric preventive health-care area.’’
The subject-matter experts developed the pediatric tool after
conducting two focus groups and nine cognitive interviews.
A dual-language field test of the instrument was performed
with 670 parents before being implemented. The tool was
found to have reasonable internal consistency (coefficient o)
and interphysician reliability. It has been accepted nationally
as a measure of quality of pediatric care.

Survey weaknesses

There are no baseline data yet on the status of quality of care
and how this instrument (CAHPS Survey) has been used
to improve the quality of care in the pediatric population.
Similarly, most published US surveys on the customer/patient
experience end at the point where they suggest how they can
identify gaps in the quality of care, but do not go further to
delineate how they measured improvements resulting from
the use of this survey tool and how these identified gaps might
be further closed. Also, after the patient experience survey
tools have been used in practice, there has been little effort
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to evaluate the interaction between those tools and the work
environment, which may affect the tools’ reliability/validity/
reproducibility in the real world.” If these tools are evaluated
better, opportunities for further refinements may be identified.
But this is only possible when the data describe the actual
effect and outcome of these surveys on the quality of care
and the comparison of new data to baseline data or the previ-
ous year’s results.

A patient’s perception of their experience with the
provider is all about the provider’s ability to manage the
expectations of the patient. Patient and provider psychology
is integral to the process. Unfortunately, most survey tools
have been developed without consideration of psychologi-
cal issues and input from psychologists when developing an
instrument.*->152

Several customer/patient surveys have been performed
that have identified gaps in service provision without speci-
fying follow-up changes to address these problems with the
quality of care.”® At other times, it appears the customer
satisfaction/patient satisfaction surveys were just used to
affirm if the services offered by the provider were satisfactory.
The providers also appear to use these survey results only
for marketing purposes. These are mostly online, email, or
telephone surveys done soon after the services are delivered.
The response rate is sometimes very poor, and responses
are recorded to closed-ended questions as “satisfied” or
“not satisfied” for the long list of services that may have
been provided to the patient during her/his time with the
provider.* The results are often publicized as a high number
of patients strongly agreeing that the care provided was up
to their satisfaction. This use of surveys actually serves no
purpose other than financial and can sometimes be deceiv-
ing. This type of survey outcome should never be used as a
quality-improvement tool. These surveys avoid the important
questions. What matters is not how many patients are really
satisfied with the services of the provider, but rather those
remaining dissatisfied patients and any unanswered questions
about why they are dissatisfied and how services could be
improved.

On the other hand, an association has been identified
between dissatisfaction levels and patient characteristics.
But this association does not provide a detailed evaluation
of patient responses in the correct context and its specific
background, as their dissatisfaction might not reflect the real
gaps in the quality of care.®*> Several researchers have
proved that some patient characteristics, such as age, reported
health status, gender, education level, and ethnic background,
all affect real or perceived dissatisfaction in their experience

with the provider. In some studies, these factors accounted for
as much as 3%—8% of the variation in results in an average
population, but this effect could be larger if the variation in
the population is large.>*’

Analysis of many survey tools for quality improvement
and how they are used often reveals that surveys are full of
biases and designing errors. These errors lead to collection
of haphazard, unintended information, leading to an inability
to bring about desired outcomes.

Designing the questionnaires, phrasing of the questions,
sequencing, length, method of implementation, and psycho-
metric properties of the questionnaires — can all influence
the responses. The skills and training level of the person
who develops the questionnaire as well as input from subject
experts and psychologists can affect the quality and effective-
ness of the survey.'%®

Selection and nonresponse bias

These surveys are constructed to explore specific questions
regarding service delivery, which, for example, might be sat-
isfaction with those particular services or agreeing with any
recent changes. They are constructed for a specific sample of
patients, eg, 80% Caucasian, 10% black, 5% Hispanic, and
5% Asian. Another population might have 58% females and
42% males, as indicated in the structure of local community
demographics. This technique is called desired representa-
tive population.

Poor survey population sampling may result in undercov-
erage (having fewer target patient participants). Voluntary
response bias occurs when taking the survey is voluntary.
Patients who have strong opinions will be overrepresented,
skewing the outcomes.” Convenience sampling is a phe-
nomenon whereby people who are easily approachable are
surveyed, such as patients on a common mailing list or all
patients in an outpatient setting. As these groups may not
represent the target representative population, the survey
results cannot be used to improve the quality of care for
the target population. Another example might be survey-
ing patients in a gynecology outpatient clinic in order to
improve the services of an orthopedic inpatient surgery
service.

It has been observed in general that Caucasian populations
are more often satisfied with their health-care services than
non—Caucasian populations in several countries.®®®! This
finding may reflect differences in provider—patient interac-
tions or well-known racial health-care disparity in those
societies.’*¢>- 68 [t has also been shown that older and healthier
patients give more positive scores to their providers than
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their counterparts.*® It has been observed that patients who
live in relatively affluent areas often give lower ratings to
their health-care services than patients from middle- and
lower-class socioeconomic areas. Also, satisfaction level
with the health-care services seems to vary with the level of
education of the patient, with the less educated being more
satisfied and the more educated being less satisfied with
the services provided to them.” Thus, it can be difficult to
genuinely evaluate medical services and plan improvement
of health-care services using patient surveys. The services
may actually be more than adequate, but the expectations of
various levels of patients may bias the results.

The external validity and generalizability of these surveys
may at times be questionable and the results may be affected
if used in a population sample (nonrepresentative sample)
that the survey was not designed for. The random selection
of responders can improve the quality of a representative
sample of participants. This improvement may be limited by
the response to the survey. Hence, the responding population
may be a nonrepresentative sample introducing a sampling
error in the results.”"7> Some authors recommend using
the Heckman correction, a statistical method developed
by James Heckman in 1976 to correct for selection bias
in nonrandomly surveyed populations.” The response bias
can make the results exceedingly positive if the number of
unsatisfied patients is high. This observation is based on the
evidence that most unsatisfied patients try not to participate
in constructive and quality-improvement activities and
responders will be only the patients who are satisfied with
the services. This skews the results on the positive side.”
This will create an absurdity wherein services or providers
who have fewer satisfied patients will paradoxically have a
higher satisfaction rate than those who have more satisfied
patients.” It is important to remember that nonrespondents
are a heterogeneous group, and the frequency of various
reasons for nonresponse can influence the vigor and trend
of the nonresponse bias.”

Effect of type and method

of implementation of survey tool

The length of the survey can have an effect on the response
rate, discriminatory power of the survey, reliability (internal
consistency, test—retest, and interrater), and construct
validity of the instrument.* Although shorter surveys may
have a better response rate, they may often have decreased
discriminatory power, reliability, and internal consistency.
Thus it is very important to design surveys with appropriate
length so that they can be used effectively.*’-”>

If questions are constructed with many platitudes, then
participants often tend to respond with agreement. This also
happens when the subject is such that the response may not
be in line with social norms or if they are controversial, eg,
questions on abortions. Survey takers may try to give socially
acceptable answers without reflecting their own opinion.
This is called acquiescence bias or social desirability bias.
As a result, positive or socially accepted responses get
overrepresented. Double-barreled questions are those that
raise more than one issue and respondents are only allowed
one answer. This makes evaluation of these questions
difficult.

If surveys are conducted in a skewed population area,
their results will not be comparable to other geographical
areas that do not have a skewed population distribution, eg,
in terms of demography or ethnic distribution due to geo-
graphical bias. The population selection may be influenced
by the type of survey instrument utilized. For example, if
telephone surveys are conducted on cell phones, then this
may unwittingly underrepresent the elderly population, or
if a survey is conducted in the evening, then the outpatient
clinic population not open at that time will not be able to
participate (temporal bias).

Closed-ended questions sometimes make participants feel
compelled to answer the question with a yes or no, in spite of
not completely agreeing with the available answers.

Many times, surveys include several counterfeit ques-
tions, such as, “Your satisfaction with the services is what
percentage?” So even if a patient responds by saying
60% or 70%, the real meaning of the response is usually
unclear. How can providers then utilize this information in
a quality-improvement plan? Occasionally, whether to hide
problem areas or increase survey completion, but mostly
inadvertently, surveys include happy, leading questions.
These lead to positive responses.

Response rates vary with the type of the instrument, with
the best response rates occurring in face-to-face interview
surveys.>? Various types of survey tools are designed to be
used in appropriately selected diverse situations. Correct
selection of the instrument is also vital. The validity of the
instrument being used can be increased by using an analysis
method called triangulation.”®”’

Response rates and timing
of responses to instrument
The response rate varies with several factors, such as
the length of the questionnaire, the type of the instru-
ment, target audience, and the specific research question.
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Face-to-face and telephone interviews elicit responses
immediately, while in email surveys most responses come
on the day they are received by the participants, followed by
within a week of receiving the survey. It has been observed
that surveys sent out in the early morning (6 am to 9 am) get
the best response. Response time is shorter if the surveys are
fired out in the evening, but response rates are low. Monday
mornings and days following national holidays are not the
best days to send out online surveys.” If surveys are sent out
to a larger population (>1000 people), the personal touch
may be lost. When surveys are targeted at large groups, there
are risks that patients may not feel their areas of interests are
covered in the questionnaire. They may find the survey too
vague and not worth spending the time to complete.

Barriers to surveys
Various process barriers have been identified that can affect
the outcome of a survey. These barriers include language,
educational and comprehension level, and comorbidities
such as cognitive deficiencies, psychiatric problems, or
central nervous system diseases. There are physical defi-
ciencies that might impact the writing and reading capacity
of the participant. Alcohol or drug abuse may influence
the response results, as well as nonresponder rate, of the
participants.”™

There are other barriers. Researchers have observed
differences in the response rate in different demographic
populations. Health-care providers and health-care provider
organizations are often threatened by public comparison of
their patient survey data. The survey results are often not
comparable because of the heterogeneous nature of the popu-
lations and communities and the type of survey tools used to
evaluate the satisfaction levels of the patients. It cannot be
overemphasized that valid comparisons of various hospitals’
performance can only be made when adjustments for patient
mix, services mix, and the type of survey are made.*3

Rigging

In certain health-care systems, providers are compensated
or incentivized based on the patient satisfaction survey
results.®! These providers occasionally have been observed
to manipulate the design, analysis, and results of survey
results to improve outcomes and obtain higher scores.®
Other organizations use their patient satisfaction surveys for
competitive marketing and publicity. Sometimes, the fear of
any negative publicity and the need to publicly display their
results may push providers to introduce bias in questions, ie,

a design bias of the questionnaire. Thus, questions may be
structured in a way to elicit a specific response that sways
the outcome of the survey towards a positive or desired side
for the provider, thereby destroying the survey’s validity. This
approach will not necessarily help in improving the system,
nor will it improve real satisfaction in the patients.*

There are so many other factors that may alter the real
results of a survey. These include fear of demotion or loss
of job, criticism for poor performance, performance-linked
incentives and bonuses, competition between providers,
compulsion to publish the survey results, or even just lack
of an outside perspective. These survey efforts often result
in either collection of infective information (results fail to
identify real gaps in the service provision) or un-usable
information (difficult to translate the results in to an quality
improvement project which can bring desired improvement
in the quality of care). On the contrary sometimes the results
may mislead the quality improvement efforts and resources
in the wrong direction.?®

Disconnect between survey outcomes

and implementation of results

The scenario raises two questions. The first is “if patient
experience surveys can identify the gaps in the service pro-
vision and secondly can the results of patients experience
surveys be used to improve the quality of care in the health-
care setting”. A second way these questions and concerns
could be interpreted is “if patient experience surveys have
been used to identify the gaps in the service provision and
secondly if the results of patients experience surveys have
been used to improve the quality of care in the healthcare
setting”

The first interpretation of the research question is hypo-
thetical, and the answer is affirmative in the ideal world.
Patient experience surveys can be used to identify gaps in
service if constructed in the right way (right kind of survey
tool), applied in the right environment, and with the right
consumer group. Surveys must be used at the right time,
in the right settings, and evaluated in the right way.

The response to the second part of the question is again
affirmative in the ideal world; patient experience survey
results can be used as quality-improvement tools and
thereby help improve service provision in health-care set-
tings. But, and this is an important but, the results of these
surveys must be used in follow-up quality-improvement
projects using relevant quality-improvement methodolo-
gies and tools.
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Surveys and the real world

However, in the real world this does not always happen.
Patient experience surveys are used extensively and regularly
for almost every specialty and field of health care. Some of
these surveys are well constructed, standardized, and validated
to be able to compare the performance of various health-care
organizations and make the area competitive.’*3* Some
organizations have their own customized surveys addressing
their local and individual needs. But other organizations add
their own customized questions to standardized and validated
national surveys to reduce the cost of the surveys and to
improve the response rate. This technique is not in the long run
a good way to reduce cost because it renders an organization’s
survey results noncomparable with other organizations,
and the inter-question interaction and sequencing can alter
the responses and response rate. Whichever way it is done,
it appears clear that most surveys are reasonably able to
identify gaps in service provision, but not all results are
translated into quality-improvement projects that have a
good chance of improving medical care.

Survey results may have both positive and negative
outcomes. There are several published reports of these results
suggesting how effective a survey was in identifying areas for
improvement. Unfortunately, the published literature lacks
evidence of how these survey results were used for change
through various quality-improvement projects and how the
continuous quality-improvement process was monitored
and horizontally deployed in other geographic areas and
medical institutions.

Improvement in quality of care

Quality of care is defined in relation to patient expectations
and perceptions. Good quality of care is that which meets
the expectations of the consumer/patient and leaves him/her
satisfied after the service is provided, and hopefully has a
relationship to good outcomes. Therefore, customer/patient
satisfaction surveys are used to measure the performance
of providers as well as patient-centered quality of care. But
improvement in quality of care is a different case scenario
where a gap in medical care is identified or the effort is made
to improve the current quality of care as a part of continuous
quality-management agenda.

The first step in the process is to identify the goals and the
targets, and next to identify the key performance indicators
(KPIs) by which the change can be measured. These KPIs will
also inform if the change is an improvement or deterioration
from past performance. The final step before implementing

change will be to identify what changes are needed in the
process/system that will lead to improvement and help to
achieve the goals/targets.

After deciding what changes will lead to improvement,
changes are sequentially tested on a small scale using several
“plan-do-study-act” cycles before the change is implemented.
The whole process is then audited to see if the target is
achieved and if the desired improvement from the current sta-
tus has been accomplished. After targets are achieved, the new
improved status becomes the current position and a higher
target/goal is set for more improvement for the next cycle.
This is how continuous quality management/improvement
is carried out. In this case, after using the patient experi-
ence surveys, the conclusion should not read something
like “better response in this field and not so good in other
fields”; rather, measures/interventions need to be identified
and used to address gaps in service. These measures should
then be publicized to indicate how improvement was made
rather than publicizing the response rate.*

The relationship between a medical-care provider’s
ability to use patient experience survey tools effectively to
identify gaps in service and the ability to use the results of
this survey to improve the quality of care in a consumer’s eye
seems to be complex and nonlinear. Both processes require
an understanding of provider organizations and the agreed
partnership and relationship with their employees on one
hand and patients on the other hand.

The common denominator for success of both parts of the
survey tool is that providers and patients must be willing to
work as partners in using the survey tool effectively and to
make improvements based on the results. Unfortunately, for
the most part, the two fail to work in a partnership, frequently
because of their own undeclared agendas, conflicts of interest,
and several organizational-culture barriers. It is clear from
the current published evidence that in spite of serious efforts,
few organizations can have genuine partnership with their
consumers due to organizational cultural attitudes and even
arrogance.® There exists some ongoing frustration amongst
the providers as well as patient groups regarding the way
surveys have been constructed and conducted, and how the
survey results have been used.

Organizational culture and surveys

Most stakeholders appear to believe that organizational cul-
ture has a great impact on the way any survey tool is utilized
to collect information, which information is collected, and the
way results are used. Organizational culture can be defined in
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several ways, for example: “Organizational culture is the term
used to describe the shared beliefs, perceptions, and expecta-
tions of individuals in organizations. Because of its shared
nature and implicit understanding about organizational norms
and values, culture can have a dramatic effect on efforts to
change specific procedures or processes.”s

Maull et al®’ defined culture with reference to a number of
concepts: as a learned entity, as a belief system, as strategy,
and as mental programming. There are several reports in the
literature that support the assertion that organizational culture
is a very important factor in driving quality-improvement
efforts and managing any change.®* !

Total quality management is considered an approach
for an improved organizational culture and organizational
strategic commitment to take active measures to make con-
tinuous improvements in service provision and to meet the
expectations and needs of current and future customers.’>*
Partnership between the provider and patients is an essen-
tial ingredient in seeking and achieving this improvement.
It has to be a collaborative approach in which both work for
mutual benefit by sharing the risks as well as the benefits
resulting from the partnership.®>%

Investment in training and development of the relevant
provider staff in the quality tools and methodologies can have
double benefits. This can be seen as an indicator of an organi-
zation’s policy of greater employee involvement, commitment,
and development, and at the same time the correct tools can be
utilized for the specific situation to collect desired information
and bring about desired change.”” Several research studies
in sociology and quality in health care have suggested that
employee training and development, generally and specifically,
in quality measures and tools leads to improved employee
commitment, teamwork, and the successful management
of quality culture.”®® Research has shown that appropriate
training in constructing, selecting, and conducting a survey as
well as analyzing survey results greatly increases a survey’s
effectiveness as a quality-improvement tool.'*

Similar observations can be found in the literature on face-
to-face interview results. The provider group felt that training
in survey tools could have improved their performance. Most
of the providers were not sure which type of survey should
be used in which situations.

The question of whether and how to share results of
surveys with the public is interesting. The WHO’s Health
Evidence Network suggested that this policy showed
an intention to empower patients and a commitment to
transparency — both laudable goals. These reports attract

a great deal of attention from customers/patients and the
media, but do not necessarily result in effects on performance
improvement of the organization or provider. This sharing
of survey results also does not appear to have any effect on
the behavior of patients or providers, or on performance
outcome.?’” Sometimes this data, instead of generating
provider/patient interest and motivation, may in fact adversely
affect referral patterns; the data may also generate defensive-
ness and trepidation among providers, perhaps affecting their
performance adversely. Thus, the publicizing of the results
of the surveys has not been found to be particularly useful,
yet is still very popular in real life.!9:1%2

Trying to get answers for the same question through more
than one source improves the reliability of the information.
Using more than one type of survey to study a single situation
or question can improve the quality of the collected data. This
process is called triangulation.'®

In the UK, all health-care providers are essentially
required to commission patient experience surveys. There are
national KPIs, and every provider and provider organization
is evaluated on these specific KPIs to identify patient-centered
care at least once a year. These KPI ratings are used to com-
pare various health organizations and then passed on to the
Department of Health. The results are available on each
organizational website as well as on the Department of Health
website for public review, 48104112

Conclusion

It should be recognized that conducting patient experience
surveys and using the results to improve the quality of care
are two different processes. The utility of patient surveys
as a quality-improvement tool depends upon the successful
completion of both these processes.

The effectiveness of the survey instrument depends on
appropriate design and application of the right tool in the
right situation. The survey response rate and appropriate-
ness of the response are dependent on several factors, such
as design (length, standardization, validation, reliability,
responsiveness, discriminatory power, and structure of ques-
tions) and the characteristics of the desired representative
population. Customized, standardized, and validated sur-
veys can be used in the health-care setting successfully as
quality-improvement tools. It is not a “one size fits all” type
of instrument.

Patient satisfaction surveys can be a waste of time and
resources for both patients and provider, because the results
often cannot be translated into a quality-improvement plan.
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On the other hand, patient experience surveys can be value-
adding and empower patients.

Patient surveys have been incorrectly used to falsely
publicize positive results by some organizations and used by
some providers to achieve financial gains. This is wasteful,
unethical, and a lost opportunity for improvement. The
organizational culture and the training status of the surveyors
and survey analysts have a huge bearing on a survey’s
effectiveness as a quality-improvement tool.

It is important for provider organizations to develop
partnerships with their employees and with patients, with the
aim of building trust and inculcating an attitude of working
towards mutual benefit. Transparency and sharing results
with all stakeholders helps in persuading and negotiating
when required. The measurement system and yardsticks
should be consistent, defined, and used to compare all
health-care provider organizations nationally and possibly
internationally.

Success stories should be shared in relevant conferences,
meetings, and peer-reviewed journals. Collaboration and
benchmarking should be encouraged to disseminate best
practices so that good practices are incentivized nationally
and recognized.

Appropriate types of surveys can be used for different
situations, depending on the information that a survey is
seeking. A single source of information should not be used
in isolation to make change or policy decisions; multiple
sources of information should be considered to get better
results through triangulation. Nonstandardized, nonvalidated,
and poor-quality surveys lack reliability, reproducibility, and
validity, and may not provide a true picture of the perfor-
mance of the provider. The results of these surveys may only
increase provider anxiety, prompt poor decision-making, and
trigger waste of resources when using the survey results to
improve the system.

Healthy comparison of the performance of various
providers and provider organizations is good practice. The
survey aim should still be to manage the performance of
the organization and quality of care and not just to use the
results for marketing purposes and generating of unreliable
rankings and comparisons. The development and use of rigor-
ous standardization of measurement criteria for national and
international comparisons is crucial to valid comparisons of
provider organizations or institutions. Publicizing surveys has
shown little effect on performance improvement of provider
organizations or improvement in the return of customers and
patient satisfaction.

Future policy implications

From the viewpoint of policy-making, several recommenda-

tions can be made:

e There should be internationally accepted, clear, published,
and accessible measures and guidelines for patient
experience surveys.

e The practice of surveys in any facility should be audited
at regular intervals.

e Strict rules should be formulated nationally or interna-
tionally to survey the provider organizations on their
customer-centric policies at regular intervals.

e There should be guidelines on how to involve patients in
the decision-making and quality-improvement activities
of organizations and how to empower them and make
them partners in their own care.

e Safeguards and incentives need to be utilized if the pro-
vider organizations fail to follow the guidelines.

e Prospective research efforts with better control of con-
founding factors that are found to be influencing the
outcome of the survey tool and its effective use as a
quality-improvement instrument are long overdue.

e Combination survey methods should be tried to achieve
goals where one instrument may be complementary and
compensate for the weaknesses of the other instrument.
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