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ABSTRACT

Patient experience work can be viewed by some physicians as outside their scope of practice and therefore the
responsibility of non-medical providers. Assumptions may also be made by providers about what patient experience
work is and is not. These myths can make it difficult to pursue meaningful patient experience related work that is in
fact rooted in evidence showing improved outcomes. Moreover, these myths can downplay the importance of patient
experience improvement work discouraging physicians who may be interested from pursuing it. In order to combat
common myths that can be propagated about patient experience, the authors will cite research to dispel commonly held
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beliefs and instead convert them into truths that demonstrate patient experience work truly is essential to healthcare
organizations and should be pursued by clinicians as part of their non-clinical work.

Keywords: Patient experience, Hospital administration, Physician leadership, Patient communication, Teamwork

1. Introduction

“Patient experience” is defined by The Beryl Institute
as the sum of all interactions, shaped by an orga-
nization’s culture, that influence patient perceptions
across the continuum of care.! Patient experience
can mean many things in healthcare, but in general,
it represents the perceptions of patients not only of
their interaction with care providers but rather their
overall perceptions.

These perceptions can include aspects such as ease
of physical access, physical appearances of a hospi-
tal or clinic, communication (both electronic and in
person) or anything that may happen to them across
the entire continuum of care. Given that patient expe-
rience can be all-encompassing, there are sometimes
misconceptions surrounding patient experience work
that spread throughout healthcare organizations, es-
pecially among those who may have no direct impact
on non-clinical aspects such as appearance or access.
As the authors are all physician leaders in patient ex-
perience in their respective institutions, in discussions
together and anecdotally, we have found there are
beliefs held by some clinicians that may minimize the
importance of the patient experience. These are some
of the more commonly held beliefs that we hear from
our colleagues:

Myth 1: “It’s my job to save lives; patient experience is
someone else’s job.”

Myth 2: “Patient experience is all fluff.”
Myth 3: “Patient experience surveys are not helpful.”

Myth 4: “I already communicate well with my patients.
I don’t need communication skills training.”

Myth 5: “My job is hard enough — being empathetic is
going to take too much time and leads to burnout.”

In this article, we will address each one of the “myths”
above, using existing evidence in the current scien-
tific literature to support our claims. We will assert
that each of these is just that — a myth. We hope
to address the doubts that clinicians have regarding
patient experience and in turn, prove that it is indeed

critical to focus on patient experience in order to
provide the best care to our patients.

Myth 1: “It’s my job to save lives; patient experience is
someone else’s job.”

Often, physicians may think patient experience is
about parking, hospital food quality, or the hos-
pital’s aesthetics, and that as physicians, our job
should solely focus on diagnosing and treating dis-
eases. There is a concern that demonstrating empathy
or compassion may take more time or it takes
away from quality care. In reality, however, the
patient’s personal interaction with a physician or ad-
vanced practice provider (APP) can be considered the
strongest driver of experience.

According to the Institute of Medicine’s Crossing
the Quality Chasm, healthcare processes should be
customizable and responsive to patient choice, prefer-
ences, and needs expressed through continuous heal-
ing relationships.? At the heart of the relationship is
the patient-clinician connection, through which the
healthcare team relationship is maintained. For the
relationship to thrive, the clinician must not only
contribute medical expertise, but also the willingness
to understand what suffering means to the patient,
which may differ from the clinician’s definition.

In today’s interconnected environment, where med-
ical misinformation abounds, patients may not be
willing to follow evidence-based medical advice if
their experience within the healthcare system is poor.
This could adversely impact established healthcare
quality indicators: obtaining needed vaccinations and
preventive screenings, implementation of lifestyle
modifications, and medication adherence. Given that
chronic diseases are a major cause of mortality and
morbidity, strong patient self-management skills are
a key element in high-quality care; yet self- manage-
ment relies on the patient’s being willing to engage
in their own health care. For patients to be optimally
active, they must have a trusted collaborative rela-
tionship with clinicians. >

Empathic and clear communication can engage pa-
tients in becoming more informed and more willing to
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disclose information that can impact clinical decision-
making and patient outcomes.? In the last decade,
it has become apparent that a leading cause of
morbidity and mortality is diagnostic error.”> While
the causes are multifactorial, inherent in making
accurate diagnoses is the ability to have excellent
bidirectional communication between patients and
clinicians.

Additionally, the definition of diagnostic error as pro-
posed by the Institute of Medicine included not just
making the wrong diagnosis but also the failure to
communicate the diagnosis to the patient.® This com-
munication must be done in a way that the patient
understands and remembers. How is the patient to un-
dergo treatment if they do not know and understand
their diagnosis?

Communication quality and other measures of patient
experience, corroborated by medical documenta-
tion, have also been positively linked to improved
identification of patient-identified medical errors,
adverse events, and safety indicators, including post-
operative hemorrhage, sepsis, pulmonary embolism,
and respiratory failure.””® Equally important is re-
quiring that the delivery system focus on empowering
the patient to comfortably interact with the entire
healthcare team and readily obtain required consul-
tations and diagnostic testing, as well as to question
when the diagnosis may seem wrong or treatment is
not working as planned.

The Institute of Medicine’s inclusion of patient experi-
ence as a pillar of quality not only buttresses patient
safety but can also support clinical effectiveness. In
a meta-analysis from 2009, Zolnierek and DiMat-
teo found that patients were 1.6 times more likely
to adhere to medical treatment when the treating
physician had undergone communication training.*
This has been further corroborated in a 2020 study
looking at communication skills training for physi-
cians and adherence in patients with hypertension. '°
Nurturing the therapeutic alliance can elicit greater
patient participation in complying with medical rec-
ommendations and care plans, ultimately enhancing
the patient’s perception of the clinical team’s effec-
tiveness. '»'2 More broadly, positive clinician-patient
relationships can optimize resource utilization, in-
cluding preventive, primary, and secondary care
(such as cancer screening, primary care visits, and
hospitalizations), theoretically reducing morbidity,
mortality, and healthcare costs. '>'*

As clinicians, we are on the front-line. We see ob-
stacles to patients’ experiences firsthand. Therefore,

we need to be intimately involved with the work
to improve the patient experience rather than feel
it is not our responsibility. It has become clear that
“saving lives” and “patient experience” do not have
to be mutually exclusive. To truly relieve suffering,
clinicians must seek to understand the nature of each
patient’s suffering and target the underlying personal
and structural contributing factors through effective
therapeutic alliances.

Myth 2: “Patient experience is all fluff.”

Patient experience is far from a "soft skill;” it is
a critical quality metric directly linked to patient
safety and improved clinical outcomes. As described
in Myth 1, when patients feel listened to, respected,
and involved in their care decisions, they are more
likely to adhere to treatment plans, which results
in better health outcomes and reduced readmission
rates. However, it is more than just helping pa-
tients feel satisfied or heard; patient experience can
truly affect clinical outcomes. For instance, a 2010
study by Glickman et al. found that higher patient
satisfaction was associated with improved guideline
adherence and lower inpatient mortality rates in the
care of acute myocardial infarction.'® Similarly, re-
search has shown that patients of physicians with
high empathy scores were significantly more likely
to have good control of hemoglobin Alc and better
LDL-C control than were patients of physicians with
low empathy scores.'® A more recent study found
that better physician-patient communication led to
increased medication adherence and better self-care
in patients with hypertension, corroborating the evi-
dence from these earlier studies.'” This underscores
the value in empathy in the management of chronic
conditions to improve clinical outcomes.

Poor patient experience, conversely, can directly
compromise safety. When patients feel disempow-
ered or frustrated, it often leads to communication
breakdowns, reduced trust in providers, and failure to
report critical health information. These issues nega-
tively impact care quality and patient safety. A recent
large systematic review in Annals of Internal Medicine
showed a direct link between poor communication
and adverse events, errors, and patient harm. '® Thus,
improving communication is not only about satisfac-
tion but also about fostering an environment that
promotes safety, quality care, and optimal clinical
outcomes.

Patient experience may also play a role in reduc-
ing healthcare costs. A study analyzing data from
over 3,000 hospitals demonstrated that higher patient
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experience scores were associated with a reduction
in Medicare spending per beneficiary.'®?° While a
direct correlation is difficult to make with some-
thing as multifaceted as costs in healthcare, the study
highlights a link between patient-centered care and
cost-efficiency.

It is clear that by focusing on patient-centered care,
organizations can achieve measurable improvements
in safety, quality, and possibly financial outcomes.

Myth 3:
helpful.”

In 2001, the Institute of Medicine (IOM) published
the report Crossing the Quality Chasm, with the ex-
plicit purpose of reinventing healthcare, making three
specific recommendations. Their primary recommen-
dation was that all efforts in healthcare be directed
“to continually reduce the burden of illness, injury,
and disability, and to improve the health and func-
tioning of the people of the United States.”? A second
recommendation was to deliver care that is safe,
timely, equitable, efficient, and patient-centered. The
third recommendation was implemented in 2002,
when the Centers for Medicare and Medicaid (CMS),
with the Agency for Healthcare Research and Quality
(AHRQ) developed a standardized survey of patients’
hospital experiences. The Hospital Consumer Assess-
ment of Healthcare Providers and Systems survey
(HCAHPS) was the first national method of collect-
ing data to measure patient satisfaction with care
received at hospitals. 2!

“Patient experience surveys are not

The purpose of developing a survey tool was to
create a standard collection method of patient per-
spectives of care received at different hospitals
that would be shared and available to the public.
Who better to provide feedback on their experi-
ence than the patients themselves? Surveying patients
in this way aligns with the IOM’s key domain on
patient-centeredness. ?* Standardized patient surveys
are often a combination of multiple-choice or Lik-
ert scale-style questions combined with free response
or open-ended questions. The development of these
surveys has undergone standard survey methodology
to ensure their validity.?* These patient perspectives
allow for a valid comparison between healthcare
systems, which can incentivize hospitals to improve
the quality of care provided. In turn, this level of
transparency can lead to accountability in health-
care systems. In 2005, the National Quality Forum
(NQF), a broadly endorsed organization that mea-
sures and reports on healthcare quality, endorsed the
surveys. 2°

As noted above, standardized surveys are an impor-
tant data stream when it comes to assessing patients’
experiences. However, many physicians still have
common concerns about them. One of the main con-
cerns is about the sample size. Studies have shown
that the CAHPS and other instruments can yield re-
liable and actionable insights at the provider level
with a sample size as few as 50 responses.’® An-
other commonly held belief is that only those patients
with a negative experience will respond to surveys.
However, CAHPS data suggest that the majority of
responses to experience surveys are positive.?”

How may patient experience surveys be helpful? Pa-
tient surveys can be helpful in identifying trends,
can provide rich qualitative feedback in the form
of patient comments, and can help focus process
improvement work in patient experience and qual-
ity. Standardized patient experience surveys often
include a multitude of questions about the entire care
continuum a patient experiences during a hospital or
clinic visit, asking about everything from the com-
fort or aesthetics to perceived teamwork, trust, and
communication with the care team. This data can be
analyzed routinely to identify if there are trends in a
positive or negative way, which can then be further
explored and acted upon if necessary. Without regular
survey data, domains of a patient’s experience where
we may not commonly put emphasis would not be
discovered and could affect a patient’s overall satis-
faction with their care. Moreover, trends in patient
experience survey data may help identify what is
most important to our patients, which can often go
unnoticed unless asked about explicitly.

Beyond numerical or categorical data from surveys,
free response comments may be one of the most
valuable aspects of a patient survey. While numerical
data are essential, open-ended questions eliciting
free-text comments allow patients to provide deeper
insights into their specific experiences, suggestions
for improvement, and positive aspects of their care.
Recent research shows numerical ratings do not suf-
ficiently capture the range of consumer experiences,
and comments contain additional information that
complements survey responses.>®?° Patient surveys
with comments promote patient-centered care by
giving patients a voice to share their experiences
and focus on aspects of care that are important to
them. *° Regular review and analysis of comments to
identify trends, areas for improvement, and positive
aspects to highlight should be standard work at any
healthcare organization. Even more important than
analysis, however is regularly disseminating feedback
to staff. Sharing positive patient feedback supports
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staff wellness and reminds staff of how meaningful
their behaviors and actions are for patients. !

While many physicians may view standardized pa-
tient surveys with skepticism, they can be a rich
source of actionable data for a healthcare organiza-
tion. Concerns about sample size and response bias
often can take away from the fact that literature has
shown meaningful data can be retrieved with even
smaller than expected sample sizes, and many pa-
tients with positive experiences take the time to fill
out surveys rather than only those with negative ones.
Healthcare organizations that utilize patient experi-
ence data as a tool for improvement will ensure they
always have the patient’s voice at the forefront of the
care they are providing.

Myth 4: “I already communicate well with my patients.
I don’t need communication skills training.”

The importance of physician communication
cannot be overstated: it has a profound impact on
patient experience, clinical outcomes, and clinician
well-being. When we are able to navigate challenging
conversations more easily, all three of these entities
fall into place. Clinicians often feel frustrated when
patients fail to follow their advice or treatment plans,
but we may not always recognize that the reverse is
also true — patients can feel unheard or misunderstood
by their physician. According to a 2018 Medscape
poll, over 87% of clinicians believed they excel at
listening to their patients. *? However, several studies
show physicians have room to improve. A 2018
study published in the Journal of Internal Medicine
by Singh et al. revealed that, on average, physicians
interrupted their patients within just 11 seconds of
speaking. Additionally, only 36% of the physicians
in the study invited patients to share the reason
for their visit.*®> Another study reported that 75%
of the orthopedic surgeons surveyed believed that
they communicated satisfactorily with their patients,
but only 21% of their patients reported satisfactory
communication with their doctors.>*

According to the literature, empathy may also be
a blind spot for many. Empathy has been shown
to build trust, strengthen the relationship, improve
the patient experience, decrease patient anxiety, im-
prove treatment adherence, and decrease litigation
risk.3>3¢ Multiple studies show that we often miss
opportunities to express empathy with our patients
and families. As one example, Morse et al. evaluated
empathic opportunities in lung cancer patients during
their initial visit with either an oncologist or thoracic
surgeon. Of the 384 empathic opportunities, they

found that physicians responded empathically to only
10% of them.?” In fact, multiple studies demonstrate
missed opportunities for empathy ranging from 90%
to 46% of the time. >

Why is this so common? This may represent a lack
of self-awareness among physicians regarding our ex-
pressions of empathy as well as a lack of awareness
of the importance of empathy in the doctor-patient
relationship.*! Fortunately, communication is an es-
sential skill that can be taught. Several large- and
small-scale studies have shown that communication-
skills training can improve clinician self-reported
confidence in medical interviewing skills and the
ability to handle difficult encounters. *>** Enhancing
our relationship-centered communication skills has
been shown to not only improve measured physician
communication domains but also lead to lasting im-
provements in empathy and reductions in burnout
scores. “+*> No one should consider themselves an
expert in communication; it takes daily practice and
continual refinement, just like the technical parts of a
physician’s practice. Based on this research, it should
be a priority for healthcare systems to support this
professional development and education by providing
and sustaining communication training for physi-
cians and advanced practice providers. Moreover,
time away from clinical work should be protected for
this education so providers do not feel time is being
taken away from their own productivity and instead
incentivize this education.

Expressing compassion and empathy are skills that
can be taught, refined, and honed. These skills are es-
sential for not only improving the patient experience
but also aligning patients with treatment plans and
improving patient outcomes. As physicians, we are
dedicated to lifelong learning in medicine. Improving
our communication skills should be as important as
any other technical skill we strive to maintain.

Myth 5: “My job is hard enough — being empathetic is
going to take too much time and leads to burnout.”

Many might expect that physicians with higher levels
of empathy experience greater burnout or “compas-
sion fatigue.” However, literature has suggested that
burnout and empathy may not be linked as one might
expect. A systematic review by Wilkinson et al. found
consistent evidence of a negative correlation between
burnout and empathy. The review found evidence
suggesting a high level of burnout is associated with
low empathy. Using the Maslach Burnout Inventory
(MBI) tool to measure burnout in empirical research,
they demonstrated that eight of the ten studies
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reviewed provided support for a negative relationship
between empathy and burnout.“® In another study,
physicians’ compassion was independently associated
with lower physician burnout.”” Thus, as one
construct increases, the other decreases. In fact,
most studies reported a negative correlation between
empathy and depersonalization and emotional
exhaustion on the MBI tool. In contrast, there was
a consistent pattern of positive correlations between
personal accomplishment and empathy. *¢

Why might this be? If we frame empathy as the
emotional response to another’s pain and suffering,
compassion can then be seen as the authentic desire
to help with an action. Research in neuroscience and
psychology has described the positive feelings one
may experience when helping others as the “helper’s
high.”*° In fact, studies have shown for those who
experience depression, this phenomenon can be a way
to alleviate it.>°

Often, clinicians maintain the idea that being more
compassionate may take more time. Contrary to
this, however, research has shown that missing
opportunities for empathy can actually prolong visits.
In a JAMA study by Levinson et al. analyzing missed
opportunities to respond with empathy to patients in
both primary care and surgical settings, the authors
found physicians responded positively to patient
emotions in just 38% of cases in surgery and 21% in
primary care, and that these missed opportunities to
respond to patients’ feelings led to those visits being
longer than visits where the patient’s emotions were
responded to.°! Effective communication can save
considerable time by minimizing misunderstandings,
reducing the need for repeated explanations, enabling
faster decision-making, and avoiding unnecessary
follow-up appointments. This can actually amount
to several minutes saved per patient encounter,
depending on the complexity of the case and the
healthcare setting. >

We recognize that we don’t practice healthcare in
a vacuum,; in order for clinicians to be able to use
empathy with their patients, healthcare systems must
foster a culture of empathy by offering communica-
tion training as well as support for their providers
who may feel overwhelmed by administrative tasks.

Demonstrating empathy with patients does not take
more time at the bedside. For instance, smiling,
providing a warm introduction with a kind greeting
or handshake (versus skipping these actions), and
sitting down (instead of standing up) during an
encounter are all simple non-verbal ways to connote

empathy that do not increase time spent. Moreover,
they can be done intentionally, and clinicians can
be taught to perform these actions if they are not
already doing them during their patient encounters.
Although the perception is that empathy may add to
compassion fatigue, literature has shown quite the
opposite. Empathy can be a tool not only for patients
and families, but for providers and healthcare
institutions to combat burnout as well as facilitate
smoother patient visits.

2. Conclusion

Patient experience is no longer optional but rather
an essential component of evidence-based care. It
is clear from the evidence that patient experience
related themes are truly vital when it comes to deliv-
ering effective, compassionate, and high-quality care
for patients and their families. Instead of myths, we
view these as truths that we should accept in order
to provide the highest quality relationship-centered
care possible:

Truth 1: Physicians and other providers should
consider themselves essential in influencing the ex-
perience of patients.

Truth 2: Patient experience is not a “soft-skill”; better
experience leads to better outcomes and contributes
to patient safety.

Truth 3: Patient experience survey data is a rich
source of actionable data for a healthcare organiza-
tion to hear the patient’s voice.

Truth 4: Communication skills are as essential as any
technical or clinical skill. Everyone can benefit from
communication skills training.

Truth 5: Being empathetic with patients can help
with well-being and does not take extra time.

Healthcare organizations should view a patient ex-
perience team or division as essential as any other
operational unit in their healthcare system. More-
over, many of the myths that clinical providers may
believe about the type of work patient experience
may entail are simply not true. Providing compassion-
ate, relationship-centered care to patients should not
be viewed as something extra but rather a concept
ingrained into a healthcare ecosystem. It is our hope
that in dispelling many of these myths, we can also
change the paradigm that patient experience is not a
physician’s responsibility and, instead, inspire more
bedside providers to actively engage in the work of
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patient experience to improve the healthcare journey
for all of our patients.
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