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Chapter 11

Patients’ Assessments of Their Care'

INTRODUCTION

Along with the current resurgence of interest
in assessing the quality of medical care has come
renewed attention to the patient’s viewpoint and
increasing efforts to involve patients in quality
assessment activities. Although several factors
may motivate decisions to involve patients in such
activities, one assumption appears to be critical:
that patients can provide valid information about
the quality of their medical care.

Seeking input from patients when evaluating
guality of medical care has at least three ration-
ales. First, it ensures that evaluations will repre-
sent the values of the individual consumers of
medical services, Second, patients are the only
source of information regarding certain aspects
of medical care (particularly the interpersonal
aspects of the provider-patient relationship) and
also may provide information that supplements
information from other traditional sources, such
as medical records (133,247,368,400,615,689).
Thus, patients can provide both unique and sup-
plementary data on attributes related to the qual-
ity of medical care. Third, patient surveys prob-
ably cost no more and may cost less than data
obtained for quality assessment from other
sources (161).

Conclusions about the validity of patients’
assessments of the quality of medical care are
likely to vary depending on the aspect of quality
being evaluated. Patients are clearly more qual-
ified to judge the interpersonal aspects of quality
than the technical aspects.’ Alternative sources
of data may provide better information about the

'This chapter is based on a paper prepared for OTA by John E.
Ware, Jr., Allyson Ross Davies, and Haya R. Rubin (686).

‘The definition of the quality of medical care used in this report
excludes most aspects of the availability and accessibility of care
(see ch. 3). Nevertheless, evidence from five studies reviewed by
OTA supports the validity of patients’ assessments of access to care
in the ambulatory setting. Patients’ ratings of specific features of
access, including resource availability, office and appointment wait-
ing times, and waiting time for emergency treatment (8,13,162,378),
as well as overall access (398), were significantly related to inde-
pendently and objectively observed differences in these features of
ambulatory care.

quality of the technical process of care. Further-
more, the amount of evidence regarding the va-
lidity of patients’ assessments varies greatly de-
pending on what aspect of quality is under
consideration. The majority of studies have been
done in ambulatory settings and have tended to
focus on interpersonal aspects of care.

The evidence relevant to the validity of patients’
assessments of ambulatory and inpatient care
is discussed separately in this chapter. Because
different aspects of the quality of care have been
studied in inpatient and ambulatory settings, the
measures used to test and define validity have also
varied. Moreover, the state-of-the-art of defining
concepts and developing and validating measures
of quality is much further advanced for patients’
assessments of ambulatory care than for those of
inpatient care. Finally, unlike the literature on am-
bulatory settings, the literature on inpatient care
lacks a coherent taxonomy of quality from the
patient’s perspective. Many patient-based indica-
tors of quality used in inpatient settings represent
considerable aggregation of various aspects of
guality (i.e., assessment of quality in general). For
that reason, this chapter’s review of the evidence
from inpatient settings includes discussions not
only of interpersonal and technical aspects of
guality but of overall quality as well.

Patients’ ratings of their care must be distin-
guished from patients’ reports about their care.
Patients’ ratings represent personal evaluations of
aspects of medical care providers and services; be-
cause ratings reflect personal experiences, expec-
tations, and preferences, as well as the standards
patients apply when evaluating care, ratings are
inherently more subjective than reports.’~atiezsts

*Most of the studies reviewed here used attitudinal measures, or
more specifically, patient satisfaction measures, to obtain data from
consumers. The majority of items in these surveys can be consid-
ered evaluations, either because the respondents are asked the
strength of their endorsements of an evaluative statement (e.g., “My
doctors are very competent and well-trained”), or because the re-
sponse categories offered constitute an evaluation (e. g., “excellent”
to “poor”; “satisfied” to “dissatisfied”).

231
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reports deal with things that did or did not oc-
cur; they are inherently more objective than pa-
tients’ ratings and can be more readily confirmed
by an outside observer. Table 11-1 illustrates the
distinction between patients’ ratings of the tech-
nical and interpersonal aspects of care and pa-
tients’ reports about these aspects.

For the literature review that was the basis for
the analysis in this chapter, over 450 publications
on the subject of patients’ assessments of their
medical care were screened, and 50 articles were

Table 11-1 .-The Distinction Between Patients’
Ratings and Patients’ Reports Regarding the
Quality of Medical Care

Aspects of quality
being evaluated Patient rating Patient report

Technical aspects Evaluation (e.g., ex- Indication (yes-no)
cellent, good, fair,  of whether physi-
poor) of complete-  cian did throat swab
ness of physical
exam

Interpersonal aspects, ., Evaluation (e.g., ex- Indication (yes-no)
cellent, good, fair,  of whether physi-
poor) of physician's ~ cian referred to pa-
friendliness tient by name

SOURCE O0ttice of Technology Assessment 1988

RELIABILITY OF THE INDICATOR

Estimates of reliability can be obtained in vari-
ous ways: 1) by correlating scores on two forms
of a measure (alternate-forms), 2) by correlating
scores for the same measure at two points in time
(test-retest), or 3) by correlating scores on items
measuring the same concept (internal-consis-
tency). Whatever method is used, a reliability esti-
mate ranges from 0.0 to 1.0. Generally, the min-
imum acceptable standard for reliability of
measures used in group comparisons (e.g., patient
samples from two outpatient clinics or two hos-
pitals) ranges from 0.50 (294) to 0.70 (467). Most
uses of patient information on quality-related
topics will involve group, rather than individual,
comparisons.

‘Reliability is the proportion of measured variance that is the true
score, as opposed to random error.

selected for indepth review. In choosing studies,
greatest emphasis was placed on studies that, from
a methodological perspective, had strong designs
and provided adequate information about inter-
ventions (if any), reliability of patient data, and
operational definitions of the variables studied in
relation to patient information. In particular,
studies were favored that formally tested for a di-
rect link between actual differences in the qual-
ity of care and patients’ ratings or reports, either
by manipulating quality experimentally or by
obtaining measures of actual quality independ-
ent of those provided by patients. In the case of
experiments, some manipulation of the physician-
patient encounter was required to determine that
guality had actually been altered.

This chapter analyzes the reliability, validity,
and feasibility of using patients’ assessments as
an indicator of the technical and interpersonal
aspects of ambulatory and inpatient care. Where
empirical evidence of validity is sparse or lack-
ing, the types of information that are needed are
identified. The practical considerations involved
in obtaining data from consumers for purposes
of evaluating the quality of physician and hospi-
tal care are also addressed.

Despite the importance of reliability estimates,
the majority of studies identified in OTA’s liter-
ature review of patients’ assessments did not re-
port estimates. Nineteen of the studies of patients’
ratings in ambulatory settings included reliabil-
ity estimates, as did 8 studies of patients’ ratings
in inpatient settings; several studies reported esti-
mates for more than one sample. In studies that
did report reliability estimates, the estimates ex-
ceeded 0.50 for virtually all multi-item rating
scales, and many exceeded the 0.70 standard (see
table 11-2). This finding holds for many relatively
short (fewer than 10 items per concept) but well-
constructed multi-item measures, even in dis-
advantaged populations where reliability tends to
be poorer (310,691). Although many single-item
ratings do not meet this minimum reliability
standard (687), recent work suggests that relia-
ble single-item ratings can be constructed (688).
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Table 11-2.—Reliability of Patients’ Ratings of Ambulatory and Inpatient Medical Care:
Findings From Studies Reviewed by OTA

Number of Items

Sample Method of estimahng Dimension(s) of used to measure ReliabilHy
Study’ size reliability care being rated dimenslort estimate
PATIENTS' RATINGS OF AMBULATORY MEDICAL CARE
Franklin and McLemore,
1967, 1970 (228,229) . . . .. 136 Ic General satisfaction 20 items .87
Hulka, et al., 1970 (310) . . . . 49 AF Total: 42 items .80
Professional competence 12-14 items .63
Personal qualities 12-14 items .75
Access/finances 12-14 items 43
Zyzanski, et al., 1974 (722). . 426 Ic Total: 42 items .90
Professional competence 14 items .75
Personal qualities 14 items .86
Access/finances 14 items .68
Rojek, et al., 1975 (528) . . . . 1,100 Ic General satisfaction 3 items 71
Aday and Anderson, 1975
(T) oo 2,000 Ic Total: 11 items .84
Access/finances 3 items .68
Interpersonal/technical
quality 8 items .90
Ware, et al., 1975 (692). . . . . 903 Ic Availability total 10 items .83
Continuity 4 items .78
Finances 4 items .69
Interpersonal/technical
total: 25 items .89
Interpersonal 3 items .67
Technical quality 4 items .89
Ware and Snyder, 1975 (690) 433 Ic Availability (4)° 2 items AT-76
Accessibility (3) 2-3 items 49-.64
Continuity (2) 2 items .57-.67
Finances (3) 2 items .66-.75
Interpersonal (3) 3-4 items .67-.75
Technical quality (5) 2-4 items .52-.73
Ware and Snyder, 1975 (690) 167 TRT Availability (4)° 2 items .57-.62
(6-week Accessibility (3) 2-3 items .59-.62
interval) Continuity (2) 2 items .59-.64
Finances (3) 2 items .62-.69
Interpersonal (3) 3-4 items .62-.69
Technical quality (5) 2-4 items .64-.70
Roter, 1977 (540) . . . .... ... 250 Ic Overall satisfaction 6 items .67
DiMatteo, et al., 1980 (181) . 4to 10 IC (across pts. for Interpersonal aspects NA .61
pts. per individual doctor) (10 pts/doctor)
doctor, Interpersonal aspects NA 12
29 (4-5 pts/doctor)
doctors
Breslau and Mortimer, 1981
92) ..o 370 Ic Total: .51-.82*
Access 8 items
Availability of
resources 5 items
Continuity 3 items
Finances 6 items
Humaneness 8 items
Technical quality 7 items
Ware, et al., 1981 (684). . . .. 2,287 Ic Technical quality 4 items .70
Interpersonal aspects 3 items .66
General satisfaction 4 items .74
Access to care 7 items .74
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Table n-2.-Reliability of Patients’ Ratings of Ambulatory and Inpatient Medical Care:

Findings From Studies Reviewed by OTA (Continued)

Number of items

Sample Method of estimating Dimension(s) of used to measure Reliability
Stud~ size reliability care being rated dimension estimate
Marquis, et al., 1983 (406) . . 279 Ic General satisfaction 4 items 10
Bartlett, et al., 1984 (56).. . . 60 IC Overall satisfaction 8items .88
Chang, et al., 1984 (128) . . . 268 Ic Global satisfaction 7 items .95
Corah, et al., 1984 (150) . . . . 24 Ic Total: 10 items 84
information/communi-
cation 3 items 94
Understand-
ing/acceptance 3 items .87
Technical competence 4 items .84
DiMatteo, et al., 1986 (180) . 329 Ic Communication 8 items 12
Affective care 9 items .79
Technical care 3 items .65
DiMatteo, et al., 1986 (180) . 6to7 IC (across pts. for ~ Communication 8 items 52
pts. per individual doctor)  Affective care 9 items 46
doctor, Technical care 3 items 40
57
doctors
Cope, et al., 1986 (149). . . .. 424 Ic Art of care 9 items 92
Technical quality 5 items 81
Davies, et al., forthcoming
(163) oo 1,537 Ic Access total 8 items .65-.70°
Availability total: 5 items .64-.74
Avail. of family doctors 2 items .73-78
Avail. of hospitals 3 items .78-84
Costs of care 2 items .71-.80
Quality total: 16 items .89-91
Interpersonal aspects 8 items .80-.83
Technical quality 6 items .65-.72
Facilities 2 items .78-83
General satisfaction 4 items .66-.75
Ware, et al.,, forthcoming
(689). ... 109 Ic Interpersonal aspects 5 items .93
Technical quality 5 items .90
PATIENTS' RATINGS OF INPATIENT MEDICAL CARE
Rice, et al., 1963 (517) . . . .. 457 TRT Ward Evaluation Scale: 69 items 81
(1 week) Physical facilities 22 items .78
Patient service 27 items A7
Patient management 20 items .67
Souelem, 1955 (585) . .. .. .. 95 AF General attitudes 36 items .88
toward mental hospitals
Hinshaw and Atwood, 1982
298) . ..o 5 Ic Total: NA .89
studies, Technical/professional NA .64-.97
n's Trusting relationship NA .82-.92
ranged Education NA 49-95
from 49
to 237
Wales, et al., 1983 (679) . . . . 115 Ic Total: NA .88
General NA .82
Competency NA 73
Humaneness NA 12
Physical environment NA .80
Wales, et al., 1983 (679) . . . . 115 TRT Total: NA 93,91
(24-hour) General NA .87,.92
Competency NA .85,.84
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Table 11"2.—Reliability of Patients’ Ratings of Ambulatory and Inpatient Medical Care:
Findings From Studies Reviewed by OTA (Continued)

Number of items

Sample Method of estimating Dimension(s) of used to measure Reliability
Study* size reliability care being rated dimension estimate
Humaneness NA .83,.83
Physical environment NA .92,.86
Carmel, 1985 (120) . .. ... .. 476 Ic Physicians 11 items .94
Nurses 11 items .95
Supportive services 9 items .86
Greenley, et al., 1985 (265) 177 IC Humaneness of staff NA .85
Humaneness of psychiatrist NA .95
Casarreal, et al., 1986 (124) . 972 Ic Admitting attitudes 3 items .79
Nursing attitudes 5 items .82
Physician attitudes 5 items .85
Housekeeping attitudes 5 items .85
LaMonica, et al., 1986 (363). 100,533 Ic Total: 42 items 92-.959
Technical/prof. 14 items .81-.85
Trust 18 items .84-.90
Education 10 items 80-.84

Abbreviations: AF = alternate-forms reliabilitg/ estimate; IC = Int$rnal. consistenc)
n

aNumbers , parentheses refe,to numbered éntr~es In the list O

reliability estimate;.
references at the end oftyth|s rePOfi.

TRT = test-retest reliability estimate (see text for definttlons)

bAuthors frequently reported reliability for subdimenslons and for dimensions that were the sum of two or more subdimensions Toindicate this in the table, the sub-
d!menslons included in a dimenslon are indented and listed immediately after the dimension. NA indicates that publication did not specify number of items used to

measure a particular d!menslon

Cwae and Snyder studied each dimension with more than one measure The number of measures is shown in parentheses after the dimension name, the number

of items per me=ure is shown as in other table entries.

dB,s\a,and MO~imer reported only the range of coefficients across dimensions ( 52 to .82).

eD,,.S et al , reported a range across four different Insurance Plan 9rou Ps.

fwales, ‘et al , r,,,~d two TrT Coefficients, first for the same interviewer of each administration, second for different interviewers

gLa,Monica, et al , reported results from three d! fferent studies.
SOURCE: Office of Technology Assessment, 1988

Only two studies estimated the number of pa-
tients required to obtain reliable multi-item scores
fer individual physicians (180,181). These studies
found that 10 patients per physician were inade-
quate for precise comparisons among individual
providers. Having too few patients per provider

VALIDITY OF THE INDICATOR

Of great interest in this evaluation is whether
patients’ ratings and reports of a given aspect of
care reflect known differences in that aspect and
not others. Measures used to quantify such differ-
ences are referred to as validity variables. In the
selection of studies for review, publications were
favored that reported analytic methods and find-
ings in sufficient detail to know whether the asso-
ciation between a patient assessment of quality
and a validity variable was statistically significant.

Many approaches can be used to evaluate the
validity of patients’ ratings or reports as an indi-
cator of quality. Regardless of the approach, the
purpose is 1) to determine the relationship of pa-

is a noteworthy shortcoming of the few quality-
of-care studies published to date that compare in-
dividual physicians. Research in progress suggests
that about 40 patients per provider may be re-
quired to obtain a reliable quality-of-care score
for each provider (683).

tients’ assessments to a validit variable (conver-
gent evidence of validity), and 2) to demonstrate
that patients’ assessments have a weaker relation-
ship with measures of other aspects of quality (dis-
criminant evidence of validity). Because there i s
no “gold standard, ” or no one indicator of the
“true” qualit,of medical care, studies pertinent
to the validit of patient information about qual-
ity of care rely on proxy indicators that vary de-
pending on the quality-related aspect of care be-
ing considered. To illustrate, one kind of validity
variable would be appropriate for validating pa-
tients’ assessments of access (e.g., measures of ac-
tual office waiting times); another would be
appropriate for validating a patient assessment of
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technical aspects of quality (e.g., independent ob-
servation of the process of diagnosis and manage-
ment). In the OTA literature review, validity
standards were applied in a manner consistent
with generally accepted guidelines (42).

OTA's review of the considerable literature on
patients’ assessments of ambulatory care excluded
studies that used interventions or measures as va-
lidity variables that did not distinguish specific
aspects of quality. Because the development and
validation of patients’ ratings of inpatient care
have lagged behind that of ambulatory care, evi-
dence was considered from inpatient studies that
linked measures of “overall” quality (e.g., a mix
of interpersonal and technical features) to patients’
assessments.

Table 11-3 indicates the number of publications
included in OTA’s indepth review of the evidence
on the validity of patients’ assessments of qual-
ity by setting and aspect of care. Of the 30 pub-
lications reviewed, 23 relate to ambulatory care
and 7 relate to inpatient care. Nine of the studies
manipulated quality-related aspects of care exper-
imentally to test the validity of patients’ assess-
ments. Another eight used observational meth-
ods to collect data on validity variables (e.g.,
videotapes of provider-patient encounters) and de-
scribed elements of the encounters according to
objective coding schemes. Seven studies relied on
provider report and/or medical chart review to
obtain data for validity variables. The remaining
studies (as well as some of the preceding ones)
used other sources of information (e. g., data on
physician/population ratios, staff ratings of ward
performance) as validity variables.

The possibility of patient bias affecting the va-
lidity of patients’ assessments is discussed in the
next section. Then, the following sections sum-
marize evidence pertinent to the validity of
patients’ ratings and reports as indicators of the
quality of ambulatory and inpatient care. The evi-
dence is organized within care setting according
to the aspect of care described by the validity
variable—interpersonal features, technical proc-
ess, and, for inpatient care only, overall quality.

Table n-3.-Number of Studies Reviewed by OTA on
the Validity of Patients’ Assessments of the
Quality of Medical Care

Setting, aspects of care, and
type of patient assessment

Ambulatory setting:
Interpersonal aspects of care

Number of studies®
23 studies total®

Patients’ ratings . .. .............. 17

Patients’ reports . .. .............. 0
Technical aspects of care

Patients’ ratings . ................ 9

Patients’ reports . ................ 3

Inpatient setthg:
Interpersonal aspects of care

Patients’ ratings. . ................ 3

Patients’ reports . . ............... 0
Technical aspect of care

Patients’ ratings . .. .............. 2

Patients’ reDorts . ................ 3

aBecause some Of these studies covered both interpersonal and technical
aspects of care, the figures given below do not add up to the total.
SOURCE: Office of Technology Assessment, 1988.

Bias in Patients’Ratings

Bias in patients’ ratings of the quality of medi-
cal care has received little empirical attention, and
much of the evidence that exists is difficult to in-
terpret. The tendency of people to agree with atti-
tude statements regardless of their content has
been shown to bias scores for patient rating in-
struments when the instruments are not properly
balanced (682). Balanced instruments contain both
favorably and unfavorably worded statements of
opinion about quality. Because they tend to ac-
quiesce, respondents with low socioeconomic sta-
tus tend to give inflated quality ratings when
favorably worded items are relied upon and
deflated ratings when unfavorably worded items
are relied upon. Thus, in comparisons with scores
for more socioeconomically advantaged patient
groups, scores for poor patients are biased upward
or downward, depending on the type of unbal-
anced instrument presented to them. Balanced rat-
ing instruments have been shown to eliminate this
source of bias (682). In studies that rely on un-
balanced instruments, however, this source of bias
warrants attention when comparisons are made
between patient groups differing in socioeconomic
status.
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Rating bias due to “socially desirable response
set, ” which has been extensively studied in per-
sonality research, has also been examined in re-
lation to patients’ ratings of quality of care (287).
As hypothesized, because it is socially desirable
to have a good doctor, patients who present them-
selves favorably tend to inflate their ratings of the
medical care they personally receive. This bias,
which tends to be greater among socioeconomi-
cally disadvantaged patients, may account, at
least in part, for the fact that such patients tend
to rate the quality of their care more favorably
than their more advantaged patient counterparts.
However, the effect of this response set appears
to be very weak.

There has been much published discussion of
the meaning of significant correlations between
patients’ sociodemographic characteristics and
their quality-of-care ratings (687). Older patients,
for example, tend to rate the quality of their care
more favorably than younger patients. It is im-
portant to keep in mind that these associations
tend to be very weak. Further, such findings are
difficult to interpret without knowing more about
any actual differences in their care. Do older pa-
tients rate their care more favorably because they
have different preferences or lower standards or
because they tend to be treated better? Without
independent data about the quality of the care
they receive, there is no basis for interpreting
correlations between patients’ sociodemographic
characteristics and their quality-of-care ratings.

Finally, it is sometimes argued that patients’
quality-of-care ratings reflect attitudes about life
in general (e.g., attitudes toward the community)
and are biased by the patients’ health status. Find-
ings from a recently completed experiment de-
signed to test for these sources of bias question
these arguments (688). Only one of eight corre-
lations between life satisfaction and patients’ rat-
ings of their medical care was significant; none
accounted for as much as 5 percent of the vari-
ance in patients’ ratings. All correlations between
ratings of personal health status and quality of
care were also very weak. Significant correlations

were positive, as would be expected, if both health
outcomes and patients’ quality-of-care ratings are
affected favorably by the actual quality of their
care. There is no basis for interpreting these re-
sults as evidence of bias in patient ratings.

Validity of Patients’ Assessments
of Ambulatory Care

Interpersonal Aspects of Ambulatory Care

Information from 17 studies that met OTA’s re-
view criteria and were relevant to whether data
from patients reflect the interpersonal aspects of
ambulatory encounters is summarized in table
11-4.°Validity variables included experimental
manipulation of the provider’s behavior toward
the patient and independent observation and clas-
sification of the provider’s affect during an en-
counter.

The results from the studies shown in table 11-
4 indicate that when patients do not rate their
providers very favorably in terms of interpersonal
manner and skKills, in fact providers tend not to
be familiar with or knowledgeable about the pa-
tient; not to be very skilled in dealing with pa-
tient feelings; not to be likely to encourage, sup-
port, and involve the patient in care; or not to
be courteous, communicative, and relaxed and
nonantagonistic in dealing with the patient.

Experimental studies indicate that when inter-
personal and technical aspects of the provider’s
behavior are unrelated during an encounter, pa-
tients’ ratings accurately distinguish different
levels of the two, and their ratings of interper-
sonal features are not influenced by variations in
technical process (150,689).

Virtually all of the studies listed in table 11-4 administered satis-
faction measures to collect data from patients. Although some items
in these measures can be considered reports (e. g., “doctors respect
their patients’ feelings™), most are evaluative statements (e.g., “doc-
tors always do their best to keep the patient from worrying”). Given
the predominance of evaluative items in these studies, they shed most
light on the validity of patients’ ratings.
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Table 11“4.-Validity of Patients’ Assessments of the Interpersonal Aspects of Ambulatory Care:
Findings From Studies Reviewed by OTA

Study®

Sample

Vahdity
variable(s)

Summary of
findings

Bertakls, 1977 (66)

Stewart, et al, 1979 (601)

StHes, et al , 1979 (602)

DiMatteo, et al., 1980 (181)

Breslau and Morfimer, 1981
(92)

Smith, et al., 1981 (583)

Weinberger, et al , 1981
(695)

Carter. et al., 1982 (123)

Comstock, et al , 1982 (144)

Bartlett, et al , 1984 (56)

Chang, et al., 1984 (128)

Corah, et al , 1984 (150)

100 patients m two studies 1 year apart

299 wsits to 5 physicians

52 patients of 19 physicians m hospital
outpatient clinic

462 patients, inpatient and outpatient, of
71 residents in large community hospital

369 parents of disabled children sampled
from 4 climes

29 new patient interwews with 11 phy-
sicians

88 adult outpatient visits with 20
housestaff

101 new patient vistts

10 adult patients for each of 15 residents
60 patients of 5 residents in primary care
residency program

268 elderly women volunteers assigned

randomly to wew simulated encounters

24 adult patients of 2 dentists

Coding of tape-recordings for information
gwen by physician (explanations, tests,
regimen, treatment) and amount retained
by patient for experimental and control

groups

Concordance between physician and patient
reports of patients’ social problems

Coding of physician behavior in three seg-
ments of interview (history, physical, con-
clusion) in terms of attentiveness, experi-
ence, acknowledgment of other's frame of
reference, and focus on others

Physician scores on objectwe measures of
ability to interpret affectwe behavior

Continuity of care defined in terms of how
frequently parent and child saw same phy-
sician

Videotapes of interviews scored for length
and interaction process

Videotaped recordings coded for verbal and
nonverbal physician behavior

Trained coders classified physician-patient
Interaction

Trained observers viewed encounters; rated
courtesy and reformation-giving, coded
nonverbal behaviors

Trained observers coded videotaped en-
counters using interpersonal skills scale

Videotaped patient encounters with nurses
and physicians designed to simulate differ-
ences in technical quality, patient participa-
tlon, and handhng of psychosocial
problems

Experimental manipulation of dentist-patient
Interaction m terms of amount said, accept-
ance, reassurance

Ratings of interpersonal and technical qual-
ity were correlated with the amount of in-
formation provided by physlclan actually re-
tained by patient

Satisfaction ratings 3-mo post-encounter
were unrelated to physician knowledge of
social problems

Ratings of interpersonal behawor were
positively related to attentiveness in conclu-
sion (r = .43); rating of information-giving
was related to informativeness in conclu-
sion, ratings were unrelated to attentwe-
ness during history and physical

Ratings of interpersonal aspects of care de-
livered by residents were positwely cor-

related with ability to communicate; ratings
of technical quality were unrelated to abllity

Continuity of care was positively related to
ratings of interpersonal care, technical
quality, finances, and satisfaction in gen-
eral; highest correlation was with ratings of
interpersonal care

Rafings (content not given) were more
favorable when physicians gave more infor-
mation, spent more time discussing pre-
vention; unrelated to amount of agreement,
casual conversation, suggestions or
opinions

Patients’ satisfaction was higher in encoun-
ters with more physician encouragement,
coverage of psychosocial issues, and refer-
ence to prior visits

Patients’ satisfaction was lower when phy-
sicians were tense, antagonistic; patient
satisfaction was linked to physicians’ orien-
tation of patient as to what is being done
and why

Post-visit patient satisfaction ratings
(chiefly interpersonal items) were correlated
positively with courtesy, attention, listen-
ing, empathy, and information-gwmg

Summary satisfaction score (interpersonal
skill, mformation-sharing, quahty of care)
was correlated positively (r = 24) with
observer ratings of interpersonal skills

Overall satisfaction ratings were higher for
higher levels of all three manipulations; rat-
ings of visit length, technical quality, and
psychosocial care were affected only by
technical quality manipulation

Ratings of information/communication and
understanding/acceptance were more
favorable for maximum interaction group,
ratings of technical competence were not
affected
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Table n-4.-Validity of Patients’ Assessments of the Interpersonal Aspects of Ambulatory Care:

Findings From Studies Reviewed by OTA (Continued)

Studv*

Sample

Vahdity
variable(s)

Summary of
findings

Stewart, 1984 (600)

Camey and Mitchell, 1986
(121)

DIMatteo, et al , 1986 (180)

Cope, et al , 1986 (149)

Ware, et al , forfhcommg
(689)

140 patients of 24 family physicians

120 Ist and 3rd year medical students and
60 simulated patients

239 patients of 28 family practice residents
In county hospital, outpatmt and Inpatient

424 new outpatients of 68 internal medi-
cine residents m large teaching hospital

109 volunteers randomized to wew simu.
lated encounters

Coders trained in interaction process analy-

sts coded audiotape recordings of
physician-patient ~ encounters

Faculty assessments of student’s overall
clinlcal performance used to form two
groups (satisfactory and unsatisfactory)

Physiclan scores on objective measures of
ability to interpret affective behavior

Evaluations of physician performance by
nurses and by supervising faculty

Videotaped encounter with physician de-

signed to simulate differences in interper-
sonal aspects of care (e. g., warmth, com-
munication  style)

Ratings of physician's personal qualities
were more favorable 10 days post-visit if
encounter had been more patient-centered;
ratings of professional competence were
higher for physicians showing more tension
or asking for opinion/help

Ratings of student's interpersonal manner
by simulated patients were more favorable
for students rated satisfactory by faculty

Ratings of affective behavior were signifi-
cantly related (r = .39) to affective abihty,
ratings of commumcation and techrwcal
quality were unrelated to abdity

Patients’ ratings of physician performance
were positwely correlated with nurse evalu-
ations (r = .33) and with those by super-
vising faculty (r = 40)

Interpersonal aspects were rated higher for
high than low interpersonal encounters;
ratings of technical quahty unrelated to in-
terpersonal aspects manipulation

aNurnb-~rs (,Parentheses refer to nu~~ered entries In the Tist of references at the end of this report

SOURCE Off Ice of Technology Assessment 1988

Technical Aspects of Ambulatory Care

Patients’ Ratings.—Entries in the top portion
of table 11-5 summarize information about the six
studies reviewed by OTA that were relevant to
whether patients’ ratings reflect the technical proc-
ess of ambulatory care. Three studies used inde-
pendent reports or manipulation of number and
type of services performed as validity variables
(162,377,586). Two studies experimentally manip-
ulated the appropriateness of elements of history-
taking and physical examination (128, 689), and
one (378) used independent judgments of techni-
cal quality.

These studies offer preliminary answers to three
questions that have been raised regarding the va-
lidity of patients’ ratings of technical process: Can
consumers distinguish care judged technically
good or poor by physicians? Are consumers “se-
duced” by the kind or number of procedures into
believing that services provided were appropri-
ate? Does a provider’s interpersonal manner in-
terfere with the patient’s accurate assessment of
technical process?

Patients’ ratings of the technical quality of am-
bulatory care appear to be somewhat inflated in
comparison to ratings made by physicians (689).
Despite this, evidence from two experiments in
which manipulations of technical process were
verified and rated by physicians suggests that, at
least for common problems (e.g., chest pain in
elderly patients, upper respiratory infection), pa-
tients’ ratings of the completeness and thorough-
ness of care accurately distinguish between en-
counters for which technical process was judged
good and less-than-good by physicians (128,689).
Another study also found that patients’ ratings
of the overall quality of care are sensitive to doc-
umented variations in technical process (378).

Findings from two studies suggest that patients’
ratings of technical process do reflect, at least in
part, how many services they received (162,586).
However, Linn found no relationship between pa-
tients’ satisfaction and the number of services they
received (377). Results from two experiments
(150,689) and two observational studies (180,181)
indicate that the physician’s interpersonal man-
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Table 11=5.—Validity of Patients’ Assessments of the Technicai Aspects of Ambulatory Care:
Findings From Studies Reviewed by OTA

Study” Sample

Validity
variahle(s)

Summary of
findings

PATIENTS" RATINGS

Linn, 1975 (377) 1,739 encounters in 11 outpatient facilities

Sex, et al, 1981 (586) 176 outpatients in VA hospital with chest

pain

Lmn, 1982 (378) 1,418 patients in 20 emergency rooms

Chang, et al , 1984 (128) 268 elderly women volunteers assigned ran-

domly to view simulated encounters

Davies, et al., 1986 (162) 1,537 nonaged adults sampled from general

populations

Ware, et al., forthcoming
(6 109 volunteers randomized to view simulated

encounters

PATIENTS’ REPORTS

Gerberf and Hargreaves,

1987 (247) 214 COPD patients of 63 physicians

Gerbert, et al., in press

(248 197 COPD patient of 83 physicians

Ware, et al., forthcoming
8 9 109 volunteers randomized to view simulated
encounters

Number and type or services performed
(e.g., history, exam, lab tests, X-rays)

Performance or nonperformance of diagnostic
tests

Technical process of burn care judged
against clinical algorithm

Videotaped patient encounters with nurses
and physicians designed to simulate differ-
ences in technical quality (whether relevant
medical history and physical examination
items were performed)

3- to 5-yr followup of groups randomized to
HMO or fee-for-service care; expenditures on
use 2570 lower at HMO

Videotaped encounter with physician

designed to simulate differences in technical
quality (whether relevant medical history and
physical examination items were performed)

Physician reports of technical elements of the
outpatient  visit

Videotaped outpatient visits checked for
mention of theophylline prescription

Videotaped encounter with physician

designed to simulate differences in technical
quality (whether relevant medical history and
physical examination items were performed)

Summary satisfaction score was unrelated to
number or type of services performed

Patients receiving tests rated care for chest
pain better than usual, and were less likely
to feel that too few tests were done; there

were no differences in ratings of interper-

sonal care and communication

Patients’ ratings of overall emergency room
care were significantly less favorable with
more deviations from algorithm

Overall satisfaction was rated greater for
high than low technical encounters; satisfac-
tion with visit length, technical quality, and
psychosocial care was greater for high than
low technical encounters

All but low-income, inittally well subgroup
rated technical quality of fee-for-service care
more favorably than HMO care

Technical quality was rated higher for high
than low technical encounters, ratings of in-
terpersonal features were unrelated to
manipulation of technical quality

There was agreement between physicians’
and patients’ reports on tests ordered, 96%;
treatments mentioned, 94%; occurrence of
patient education, 88%

Patients’ reports on interview of having a
prescription were in strong agreement with
videotaped observations (kappa = 0.05,
p< 001)

Technical quality was rated higher for high

than low technical encounters, ratings of in-
terpersonal features were unrelated to tech-
nical quality manipulation

Abbrewatlons COPD = chronic obstructive pulmonary disease, HMO = health maintenance_organization
ANumbers i parentheses refer to numbered entries in the list of references at the end of this report

SOURCE Office of Technology Assessment, 1988

ner has an insignificant effect on patients’ ratings
of technical process (see table 11-4).°

Patients’ Reports. —Entries in the lower portion
of table 11-5 summarize information about the
three studies OTA reviewed that were relevant
to whether patients’ reports accurately reflect ele-
ments of the technical process of ambulatory care.

*Results from these four studies were summarized in table 11-4,
because the validity variables related to interpersonal aspects of care.

Results illustrate the relatively high accuracy of
patients’ reports regarding elements of ambula-
tory care. Volunteers in the experiments by Ware
and colleagues identified medical history and
physical examination items that were and were
not done with 70 to 88 percent accuracy; better-
educated respondents were more accurate (689).
In other studies, patients with chronic obstruc-
tive pulmonary disease were very accurate (when
compared with physicians) in reporting tests or-
dered (96 percent), treatments mentioned (94 per-
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cent), and occurrence of patient education (88 per-
cent) (247), and in reporting prescription
medications (when compared with data from
videotaped encounters) (248).

Validity of Patients’Assessments
of Inpatient Care

Interpersonal Aspects of Inpatient Care

Entries in table 11-6 summarize information
from three studies reviewed by OTA that were
relevant to whether data from patients reflect the
interpersonal features of inpatient care. All three
were experiments; the interventions focused on
modifying aspects of provider behavior toward
patients by medical staff (374), nursing staff (299),
or both (340).

All three studies provided evidence of the con-
vergent validity of patients’ assessments. In-
patients’ ratings of the interpersonal features of
inpatient care that were manipulated experimen-
tally (e.g., communication, involvement in care)
were significantly higher for the groups that re-
ceived the interventions. Ratings of techni-

cal/professional aspects of nursing care (299) and
of inpatient care overall (340) were also sensitive
to these interventions.

Technical Aspects of Inpatient Care

The single entry in table 11-7 summarizes in-
formation related to whether patients’ assessments
are valid reflections of the technical aspects of in-
patient care. Because the study by Ehrlich and col-
leagues listed in table 11-7 is the only study that
examined the technical process of inpatient care,
the criteria were relaxed somewhat to include it
in OTA’s literature review. The validity variable
used in the study (physicians’ judgments of tech-
nical process based on medical record review) is
not the best standard against which to test patient
ratings, given recognized problems with informa-
tion gaps in medical records. Findings from the
Ehrlich study indicate that patients’ overall judg-
ments of the quality of medical care delivered dur-
ing hospital episodes were inflated in comparison
to judgments made by physicians, but were more
likely to be favorable if care was judged good (as
opposed to less-than-good) by the physicians

(195).

Table 11-6.—Validity of Patients’ Assessments of the Interpersonal Aspects of Inpatient Care:
Findings From Studies Reviewed by OTA

Study*® Sample

Validity
variable(s)

Summary of
findings

Ley, et al., 1976 (374) . .. 63 inpatients at hospital in

Great Britain

Hinshaw, et al., 1983
(299). . . ... 88 surgical patients

Kane, et al., 1985 (340). . 246 inpatients in VA hospital

Random groups experiment
of extra physician visit to as-
sess, aid patient under-
standing

Random groups experiment
of perioperative registered
nurse visits to reassure and
educate; quality independent-
ly judged better for visited
patients

Random groups experiment
of hospice ward/team inter-
vention that increased
provider communication,
more patient/family involve-
ment in care’

Experimental group patients
rated communication signifi-
cantly higher than controls
(no visit) or placebo group
(visit, no information content)

Patients’ ratings of trusting
relationship and techni-
cal/professional nursing care
were significantly more
favorable for visited group

Patients’ ratings of involve-
ment in care and care overall
(technical, interpersonal,
general) were significantly
higher for hospice group; rat-
ings of physical environment
were unaffected by inter-
vention

aNumbers in parentheses refer to numbered entries in the list of references at the end Of this report.

bManipula\ior\ check not reported by authors.
SOURCE: Office of Technology Assessment, 1988
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Table n-7.-Validity of Patients’ Assessments of the Technical Aspects of Inpatient Care:
Findings From the Study Reviewed by OTA

Study® Sample

Validity
variable(s)

Summary of
findings

Ehrlich, et al., 1961 (195) . . 283 Teamsters in 105 New
York hospitals

Physician judgments of tech- Patients’ ratings of medical

nical quality based on record care while hospitalized were

review significantly related to physi-
cian judgments of technical
quality: 5 of 6 stays rated
not good by patients were
judged fair or poor by physi-
cians; significantly more pa-
tients judged care best when
rated excellent or good by
physicians (86% vs. 74%)

aNumbers in parentheses refer to numbered entries in the list of references at the end Of this report

SOURCE: Office of Technology Assessment, 19S8.

Overall Quality of Inpatient Care

Patients’ Ratings.—Entries in the top portion
of table 11-8 summarize information from two
studies reviewed by OTA that were relevant to
whether patients’ ratings reflect the overall qual-
ity of inpatient care. Validity variables included
summary rankings of psychiatric wards by staff
on a range of criteria (517) and recommendations
for care made by nurses (299).

Results from both studies support the validity
of patients’ ratings of the overall quality of in-
patient care. Rice and colleagues noted that rank-
ings of psychiatric wards from patients’ overall
ratings were identical to the rankings made by
staff (517). In the study by Hinshaw and col-
leagues, patients’ ratings of overall quality were
significantly higher when nurses made more rec-
ommendations regarding care; researchers pre-
sumed that more recommendations reflected bet-
ter quality nursing care (299).

Patients’ Reports. —Entries in the bottom por-
tion of table 11-8 summarize information from the
three studies included in OTA’s review that were
at all relevant to whether patients’ reports reflect
the overall quality of inpatient care. Validity vari-
ables included staff reports of omissions in nurs-
ing care (l), staffing levels of professional nurses
(2), and reviews of patients’ medical records (195).
Results provide an equivocal answer to the ques-
tion of whether patients’ reports are sensitive to
the overall quality of inpatient care, in part be-
cause none of the studies had well-defined valid-

ity variables and in part because two (1,195) of
the three reported results in such a way that true
rates of underreporting (or overreporting) could
not be discerned.

Abdellah and Levine reported that 100 percent
of omissions in nursing care (e.g., failure to
administer medications on schedule, failure to an-
swer call bell) reported by inpatients were veri-
fied by staff (1). Because staff were asked to ver-
ify only those omissions reported by patients, one
cannot be sure that underreporting of omissions
did not occur.

A later study by Abdellah and Levine demon-
strates the sensitivity of inpatients’ reports about
the quality of nursing care to staffing levels of reg-
istered nurses (2). Patients reported fewer omis-
sions in care for which registered nurses would
be expected to be more responsible (e.g., therapy)
when there were relatively more registered nurses.
By contrast, patients’ reports about things for
which registered nurses were not primarily re-
sponsible (e. g., attention to dietary needs) were
unrelated to professional /nonprofessional nurse
staffing ratios.

Ehrlich and colleagues found that a substantial
minority (one-third) of patients underreported the
diagnostic tests they had prior to a hospitaliza-
tion (195). Given the way the authors reported
their data, one cannot determine from this study
the number or type of tests that were under-
reported or the effect of the timing of the patient
survey.
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Table 11 “8.—Validity of Patients’ Assessments of the Overall Quality of Inpatient Care:
Findings From Studies Reviewed by OTA

Study® Sample

Validity variable(s)

Summary of findings

PATIENTS' RATINGS

Rice, et al., 1963 (517) . . 457 psychiatric inpatients

Hinshaw, et al., 1983
(299). . . ... 88 surgical patients

PATIENTS' REPORTS
Abdellah and Levine,
1957 (1) .. oo 60 inpatients at a Midwestern

hospital

Abdellah and Levine,
1958 (2) .. oo 9,000 inpatients in 60 Mid-

western hospitals

Ehrlich, et al., 1961 (195) 283 Teamsters in 105 New

York hospitals

Sum of staff rankings of ward
on seven criteria’

Number of care recommenda-
tions made by registered
nurses (more presumed to in-
dicate better quality nursing
care)

Query of staff member to de-
termine whether reported
omission in nursing care had
occurred

Staffing levels of registered
nurses (higher levels pre-
sumed to indicate better
quality of care)

Chart review to identify diag-
nostic tests prior to a
hosclital ization

Patients’ rankings of overall
hospital care (sum of physi-
cal facilities, patient services,
and patient management)
were identical to staff
rankings

Patients’ ratings of trust,
technical, education, and
overall hospital care were sig-
nificantly more favorable
when more recommendations
made

100°\o of patient-reported
omissions in nursing care
verified by staff report

There were significantly few-
er patient-reported omissions
in nursing therapy with more
professional registered
nurses; staffing levels were
weakly or not at all related to
reported omissions in en-
vironmental features or atten-
tion to dietary needs

Tendency to underreport: 1/3
of patients failed to report
tests mentioned in chart

aNumbers | parentheses refer to numpered entries in the list of references at the end Of this rePOrt.
bc,..included ad,,,.. of ~hYSi~al fa~ilit~~r~~dedness; patient morale; staff morale; amount of staff/patient Contact, degree Of patient/staff harmony, and amount

of freedom granted patients
SOURCE: Off Ice of Technology Assessment, 1988.

FEASIBILITY OF USING THE INDICATOR

Each can be answered affirma ively. In part be-
cause the literature reviewed in this chapter
directly addresses only the second question (by
reporting response rates), the answers depend
heavily on practical experiences and knowledge
of the literature on survey research methods in
general, a detailed synthesis of which was beyond
the scope of this review.

There are three basic questions regarding the
feasibility of obtaining data from patients on
qguality-related attributes of care: -

* Are appropriate survey instruments and data
collection techniques available and/or can
they be developed?

- Can potential respondents to patient surveys
who will agree to respond be identified?

* Are the costs of obta-ining data from con-
sumers reasonable?

There are several good survey instruments that
can be used to obtain patients’_ ratings of ambu-
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latory care, “good” meaning that the instruments
do a comprehensive job of representing one or
more attributes of care for which patients provide
valid data (for examples, see the studies cited in
tables 11-4 and 11-s). Published instruments for
obtaining patients’ ratings of inpatient care rarely
have done a good job of this. Part of the reason
is that there is considerably less information about
the dimensions of hospital care that relate to qual-
ity than about the dimensions of ambulatory care
(s44) and that fewer studies have examined the
validity of published instruments pertaining to in-
patient care. An ongoing collaborative effort by
the Hospital Corporation of America, Harvard
Community Health Plan, and the Rand Corpo-
ration to develop and test a hospital satisfaction
survey should provide useful information in this
regard (69).

Photo credit: Metropolitan Health Services Center

Standardized survey instruments for collecting valid
patients’ ratings, particularly for the inpatient setting,
have not been developed.

A wide variety of techniques for collecting data
are available and have been used to obtain infor-
mation from consumers. Self- and interviewer-
administration of survey instruments (usually in
person; sometimes by telephone) are the most
commonly used. The “best” technique will vary
depending on the study population, the complex-
ity of the data collection instrument, and a vari-
ety of other considerations.

A ready way of identifying potential respond-
ents for patient surveys would be through the
management information systems available in
many ambulatory and inpatient settings. Depend-
ing on the focus of a particular quality of care
evaluation, management information systems
could identify, for example, a universe of patients
(in the case of an enrolled population): users
Versus nonusers; patients who complain or lodge
formal grievances; hospitalized patients, by ad-
mitting diagnosis, procedure, or unit; and patients
who see a particular provider.

Because patients are generally willing to discuss
their medical care experiences and attitudes, good
response rates (70 percent or higher) can be
achieved on patient surveys (3,69,102,235,691).
Lower response rates, which raise questions about
sample bias, are often caused by inadequate fol-
lowup efforts.

Few published studies include any information
about how the costs of collecting data on the qual-
ity of medical care from patients compare with
costs of obtaining data from other, more tradi-
tional sources (e.g., medical record audit, com-
puterized claims audit). Survey costs will vary
markedly depending on such factors as adminis-
tration method, dispersion of the sample, avail-
ability of potential respondents, followup proce-
dures, and questionnaire length. Mail and
telephone surveys usually cost considerably less
than personal interviews (225).

What little evidence is available suggests that
information acquired from patients costs no more,
and in many circumstances less, than information
obtained from medical record reviews. Recently
obtained cost estimates suggest that medical rec-
ord abstractions designed for evaluating the qual-
ity of care range from $35 to $45 per record (161);
costs for mail and telephone surveys of typical
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length (15 to 20 minutes) appear to range from
about $15 to $45 dollars (69,161,680). Of course, ,
data obtained for quality assessment as a by-
product of existing data systems, such as hospi-
tal discharge abstracts or billing claims, would be
much less costly.

Whether obtaining information from patients
is a cost-effective method of obtaining data on in-
dicators of the quality of care is an open ques-
tion. Only one study identified in OTA’s litera-
ture review compared the costs of obtaining
quality-relevant data from different sources (phy-
sician and patient interviews, medical record ab-
stracts, and coding of videotaped encounters)
(247). Findings from that study illustrate force-

fully that data from all sources on the technical
aspects of care should be used as complements,
rather than as substitutes, until research can bet-
ter identify which source provides the most ac-
curate (and least expensive) information (247,
248). Given the paucity of data from other tradi-
tional sources of information regarding the inter-
personal aspects of medical care, and the intru-
siveness, complexity, and cost of using approaches
such as direct observation and coding of the pro-
vider-patient encounter (316), obtaining informa-
tion from patients appears to be the most cost-
effective approach for assessing the interpersonal
aspects of the quality of care.

CONCLUSIONS AND POLICY IMPLICATIONS

On the basis of the review in this chapter, one
may conclude that it is possible to construct valid
patient-based indicators of the quality of medi-
cal care and that there are good reasons to use
such indicators given the shortcomings inherent
in alternative strategies. By all standards consid-
ered, there is a strong case for using patients’
assessments as indicators of the quality of the in-
terpersonal aspects of care both of physicians in
ambulatory settings and of physicians and hos-
pital staff in inpatient settings.

This conclusion about patients’ assessments is
based on several considerations. On the one hand,
there is no practical or valid alternative source
of information on the interpersonal manner of
physicians and other health care providers de-
scribed in the literature. Direct observation must
be eliminated on grounds of impracticality (intru-
siveness, complexity of coding schemes, and ex-
pense) and because of concerns about whether rat-
ings by trained observers adequately reflect
patients’ values. Furthermore, there is no evidence
that patients’ medical records, in either ambula-
tory or inpatient settings, provide valid informa-
tion about the interpersonal aspects of care. Even
if providers routinely made notes about the qual-
ity of their interpersonal relationships with pa-
tients, there would still be reason to question the
validity of the notes. Who is more qualified than

84-752 0 - 8 - 9

the individual patient to judge the interpersonal
manner of physicians and other health care
providers in light of patients’ standards?

These arguments themselves, however, provide
no guarantee that patients’ assessments are valid
indicators of the interpersonal quality of care. The
crucial pieces of the puzzle are published findings
regarding the empirical validity of patients’ rat-
ings of the interpersonal aspects of care. OTA’s
literature review identified considerable evidence
that patients’ ratings are valid indicators of inter-
personal aspects of care in ambulatory and in-
patient settings, The evidence across settings
comes from 20 studies that compared results from
objective measures of the interpersonal aspects of
care with patients’ ratings. The validation stand-
ards in these studies included direct observation
by trained observers, evaluations by physicians
and other health care providers, analyses of au-
diotape and videotape recordings, randomized-
group experiments to evaluate interventions de-
signed to change the interpersonal aspects of care,
and studies of randomized groups in which vari-
ations in interpersonal aspects of care were ex-
perimentally manipulated. Of the 23 studies of pa-
tients’ assessments in ambulatory settings that
satisfied OTA’s selection criteria, 17 yielded evi-
dence in support of the validity of patients’ assess-
ments of the interpersonal aspects of quality. Of
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the 8 studies of patients’ assessments in inpatient
settings, 3 yielded evidence in support of the va-
lidity of patients’ assessments of the interpersonal
aspects of quality.

Relatively little published evidence was found
regarding the validity of patients’ assessments of
the technical aspects of quality. This dearth of evi-
dence is unfortunate, because most other meth-
ods for assessing technical quality, such as medi-
cal record audit, carry high dollar and time costs.
Further, ambulatory care records (as opposed to
hospital inpatient records) are an incomplete
source of information about the quality of the
technical process of care. The search for data
sources that are less costly and that help to fill
the gaps leads some to consider surveying patients
about their care.

Photo credit: Harvard Community Health Plan

Patients' assessments of the interpersonal aspects of
ambulatory care are valid indicators of
the quality of care.

The available evidence, although limited and
only from ambulatory settings, generally supports
the use of patients’ ratings of the technical aspects
of care as indicators of quality. Specifically, the
few available studies that have verified differences
in technical process (e.g., physician/staff assess-
ments, experimental manipulations) and have
compared results with patients’ ratings have con-
sistently linked the two. Moreover, evidence from
experimental studies suggests that, at least for rela-
tively common ambulatory conditions, a physi-
cian’s interpersonal manner does not obscure pa-
tients’ ability to detect variations in technical
process. Nevertheless, pending further research
on this issue and replication of these findings, pa-
tients’ ratings of the technical aspects of care per-
haps should be used only in conjunction with
highly credible data about the technical aspects
for purposes of evaluating the quality of medical
care.

A promising but rarely employed strategy for
patient-based assessments of the quality of care
would be one based on patients’ reports of what
does and does not occur. This approach makes
no assumption about patients’ qualifications as
judges, only about the accuracy of their reports.
Physicians or others using algorithms for evalu-
ating the technical aspects of care can use such
patients’ reports to make the actual judgments re-
garding quality of the technical process. Further
research is needed to determine what aspects of
the technical process can or cannot be reported
accurately by patients in order to test the suita-
bility of this strategy in both ambulatory and in-
patient settings.

Not surprisingly, available evidence establishes
a direct link between the specificity of the con-
tent of patients’ quality assessments and the va-
lidity of such assessments. Technical and inter-
personal aspects of care are distinct quality-related
attributes that can be measured and interpreted
separately. Validity is generally better when there
is a good match between the content of the assess-
ment and the quality aspect of interest. More
global measures (e.g., overall satisfaction ratings,
whether patients are willing to recommend a hos-
pital to others, health care plan disenrollment
rates), however, are not unrelated to quality of
care. Given the overriding importance of quality
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of care to consumers, large differences in such
global indicators of satisfaction are likely to re-
flect differences in quality. Because global indi-
cators are sensitive to a wide range of influences,
however, other interpretations of such indicators
should be kept in mind. Further, global measures
are not as programmatically useful, because they
do not provide clues as to which aspects of qual-
ity are most likely to account for any differences
that are observed.

Priorities for future research in the inpatient set-
ting should include studies of patients’ assessments
of specific features of quality of care that have
not been analyzed in work to date, including in-
terpersonal and technical aspects of medical and
nursing care, information-giving and other aspects
of communication, and patient and family in-
volvement in care. Little is known about how
differences in the quality of the inpatient techni-
cal process are experienced by patients or how the
differences affect patients’ assessments. OTA’s re-
view has yielded no support, however, for the
common belief that patients’ assessments of the
quality of hospital care are determined by
amenities.

To evaluate the validity of patients’ assess-
ments, OTA examined the content of published
survey instruments to determine how well the in-
struments reflected patients’ values, and their
comprehensiveness in relation to the universe of
patient experiences. Although a number of pub-
lished instruments are quite comprehensive, none
covers all aspects of quality well. Available tax-
onomies of patient experiences with ambulatory
(687) and inpatient care (544) should be used as
minimum standards for judging the content of
candidate measures. Published instruments de-
signed to obtain data from patients about hospi-
tal care are particularly lacking in this regard, and

further developmental work is required to develop
useful instruments.

It is likely that quality considerations will be
increasingly emphasized in attempts to market
prepaid and other group plans, health insurance
benefits, and hospital facilities to consumers. Such
efforts appeal directly to consumers’ desires for
good quality health care. This marketing trend
underscores both the potential value of published
patient-based information regarding the qualit,
of physician and hospital performance and the po-
tential for abuse of the data.

Because of the importance of measurement and
patient sampling methods in determining results,
there is a need to standardize methods and to de-
velop minimum standards for reporting results to
the public. To be valid, comparisons among phy-
sicians or hospitals must be based on standard-
ized surve instruments, data collection proce-
dures (e.g., personal or telephone interview,
self-administered questionnaire), and surve,
methods (e.g., timing of administration), as well
as on representative samples. Reproducible scores
can be achieved only if methods are carefull,
standardized.

Finally, it can be argued that routine and care-
ful monitoring of patient-based indicators of the
guality of physician and hospital care is impor-
tant regardless of conclusions about the validity
of these indicators in measuring true quality. In-
stead, the argument is based on strong empirical
evidence that patients’ perceptions of quality of
care influence patients’ behavior (406,685). Pa-
tient behaviors that are affected include doctor-
shopping, complaints, disenrollment, compliance,
and use of services. Such behaviors have note-
worthy consequences to their health and the qual-
ity of their care.



