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Incentives to increase patient satisfaction: Are we doing

more harm than good?

Jay Detsky MD PhD, Randi Zlotnik Shaul LLM PhD

ver the past several years, a growing

trend in health care has been to adopt a

consumer-oriented philosophy to pro-
vide patient-centred care and maximize patient
satisfaction. This focus on the patient experi-
ence has led to a substantial increase in peer-
reviewed literature using patient satisfaction as
a metric.’

The Ontario government, under the Excellent
Care for All Act 2010, has legislated that all hos-
pitals perform yearly surveys of patient satisfac-
tion and use the results to guide their quality-
improvement plans. These plans are used to
determine quality-improvement targets; by law,
executive compensation must be linked to the
achievement of those targets. In the United
States, The Affordable Care Act includes the pro-
vision that up to 1% of Medicare reimbursements
be redirected from hospitals with low patient sat-
isfaction scores to those with high scores.?

The push to deliver patients who report being
satisfied is changing how the principle of patient
autonomy is interpreted; self-determination (the
patient’s right to accept or reject proposed treat-
ments) in some contexts is evolving into patient-
directed care (where patients demand specific
tests or treatments). The struggle between true
patient-centred care (patient engagement within
the process of evidence-based medicine) and
patient-directed medicine is readily apparent in
the internet age where patients increasingly have
specific requests for care based on their own infor-
mation gathering, which may not be evidence-
based or clinically warranted. In our attempts to
increase patient satisfaction, we may be establish-
ing frameworks that actually cause harm.

Satisfaction and outcomes

Are we satisfying patients at their own peril? A
substantial debate has arisen in the literature
regarding whether improved patient-satisfaction
scores are linked to improved outcomes. The most
recent study involving a national sample of Amer-
ican patients showed that the highest level of
patient satisfaction is associated with greater pre-
scription drug costs and overall health care expen-

ditures and 26% higher overall mortality com-
pared with those with the lowest levels of satisfac-
tion, even after adjusting for sociodemographics,
medical comorbidities and previous health expen-
ditures.’ This study is supported by earlier data
showing that patient satisfaction had no correla-
tion with technical quality of care (i.e., the use of
health services according to standards of care).'*’

These studies all used survey-based ratings of
patients’ self-reported overall satisfaction with
their health care encounters. In contrast, Manary
and colleagues® argue that appropriately de-
signed patient-experience surveys provide robust
measures of quality and have been linked with
better outcomes, particularly when surveys are
completed in a timely manner after the encounter
and when satisfaction is derived from questions
regarding interactions with the entire health team
as opposed to with physicians alone. However,
the overwhelming evidence shows that satisfac-
tion has no correlation to quality of care.

Dissecting the data

There are several cautions related to the data de-
rived from patient satisfaction surveys. Research
suggests that patient-satisfaction is greatly influ-
enced by patient age, income, anxiety, education
and comorbidity.” These confounding variables
must be adjusted for when using satisfaction as a
metric. In addition, definitions of satisfaction
vary across studies,'” leading to interpretative
difficulties. Furthermore, the time between the
health care encounter and the response to the
questionnaire can vary, limiting the generaliz-
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links between satisfaction and outcomes.

e Use of patient satisfaction as a metric in evaluating health care delivery
is increasing and now mandated in some jurisdictions.

e Increased patient satisfaction has been associated with increased
mortality, perhaps due to greater use of discretionary care.

e Incentives exist for both patients and physicians to seek and deliver
discretionary care, turning patient-centred care into patient-directed care.

e Limitations need to be placed on the incentives for physicians to
accede to patient-directed care until we can better understand the
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ability of results. Finally, in Ontario, the surveys
used by hospitals to develop quality improve-
ment metrics are administered by a private com-
pany, with no publicly available information re-
garding survey validation or power.

Discretionary care and
pseudodisease

How could increased patient satisfaction lead to
poor outcomes? Fenton and colleagues® specu-
late that the use of discretionary care (i.e., med-
ical interventions or treatment for which there is
no proven benefit) is increasing and may lead to
iatrogenic harm owing to overtreatment. Fisher
and Welch® have summarized numerous specific
examples in which increased medical care led to
harm.

An increase in investigations leads to in-
creased potential for detecting and treating what
has been referred to as “pseudodisease”;’ that is,
disease that would never otherwise have been
known to the patient and would have remained
asymptomatic. However, patients tend to be
highly satisfied when an initially positive discre-
tionary test result is eventually proven to be a
false-positive, thus reaffirming their health, or
leads to the early detection and curative treat-
ment of pseudodisease that they falsely believed
would have been detrimental. Furthermore,
many physicians have substantial incentives to
provide discretionary care through institutional
pressures, reimbursement schemes, decreased
liability and the desire to avoid bad ratings on
consumer websites. Finally, patient satisfaction
may also be decreased by honest and frank dis-
cussions with patients about their lifestyles and
habits, including topics such as obesity, smoking
and substance abuse. If physicians’ goals of care
are weighted too heavily toward patient satisfac-
tion, then an incentive may exist to discourage
lifestyle interventions and discussions of preven-
tive care. Sirovich’ has argued that this consti-
tutes a positive feedback loop whereby both
physicians and patients have incentives to seek
out additional discretionary care. We must ask
whether this feedback contributes to inappropri-
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ate and unsustainable use of the health care sys-
tem and the inequitable distribution of resources.

Looking forward

The recent data regarding patient satisfaction
should be a springboard to further study the best
way to define satisfaction, how it is properly
measured and whether its improvement is truly
beneficial or detrimental to one’s health. In the
meantime, research and quality improvement
plans should focus on satisfaction data that are
balanced with objective measures of quality of
care or outcomes. Satisfaction surveys and a crit-
ical analysis of the patient experience should
continue to be sought to identify opportunities
for improvement. Finally, limitations need to be
placed on the incentives for physicians and hos-
pitals to increase discretionary care, including
tempering the financial ramifications of patients’
ratings of overall satisfaction until we better
understand the links between satisfaction and
potentially harmful patient-directed care.
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