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Examining the Relationship Between Perceived
Quality of Care and Actual Quality of Care as
Measured by 30-Day Readmission Rates

Stanley R. Salinas, DHA

he purpose of this study was to examine the re-

lationship between reported patient experience
and objective hospital quality. Since the Affordable Care
Act (ACA) added patient experience to Medicare's Value
Based Purchasing {VBP) formula as an incentive to im-
prove guality, this relationship ought to be examined.
A great deal of rhetoric centers on putting the patient
at the center of his or her care; yet, the attempt to do
s0 in a formal manner, that is, by measuring satisfac-
tion and incentivizing positive patient satisfaction, has
been met with resistance in the health care industry.
Much of this resistance comes from skepticism about
whether patient experience is actually correlated with
quality.

Linking Medicare payment to patient experience, as
measured by the Hospital Consumer Assessment of
Healthcare Providers and Systems (HCAHPS) survey,
has been controversial since its inclusion in the VBP
established by the ACA in 2010. For FY2015, hospitals
are at risk for 1.5% of Medicare payments under the
VBP program and patient experience score accounts
for 30% of that. While aggregate operating margins
appear to be steadily improving, in 2013, 30.5% of
US hospitals reported a negative operating margin,’
making concern over new potential financial risk
understandable.
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The formal measurement of patient experience or
satisfaction is not new; in fact, it began in 1985 with
the development of the first widely used patient expe-
rience survey. However, until being included in the VBP
program, any data gleaned from patient experience sur-
veys were used primarily for internal purpases and mar
keting. With its inclusion in the VBP program, not only
are hospitals at financial risk for poor patient experience
scores but they alse must consider that at l2ast some
of the information is accessible to consumers through
the Hospital Compare Weh sits.

METHODS

This secondary analysis, using 30-day readmission
rates and patient experience scores, is intended to
examine the relationship between patient satisfaction
and health care quality in short-stay US hospitals. The
level of measurement is the individual hospital and the
sample size is all US nonfederal short-stay hospitals for
which patient experience and 30-day readmission rates
were reported to Centers of Medicare & Medicaid Ser
vices {CMS) (N = 4080}

The use of readmission rates as an indicator of over
all hospital quality is rooted in a 1997 meta-analysis
by Ashton et al.? This analysis involved a comprehen-
sive literature search involving studies using the term
"patient recidivism” and/or “readmission,” which were
published between 1966 and 1993. The study con-
cluded that, in cases where process of care elements
could be examined, rather than inferred, low-quality
care increased the odds of readmission by 55% com-
pared with care of higher quality.? Similarly, Halfon et al®
found obvious quality-of-care issues in 27 % of index ad-
missions in & study examining 131802 hospitalization
records.
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Dependent varlable 30-day readmission rates
The dependent variable in this study is 30-day read-
mission rate, which is defined by the Agency for

Healthcare Research and Quality as a subsequent hos- -

pital admission within 30 days following an original ad-
mission or index stay.* This includes unplanned read-
mission to the same or different hospital ‘and may not
be for the same condition as the original stay. The
reported score, coded as READM, is.composed of
readmission rates from 5 clinical categories: medicine,
surgery/gynecology, cardiorespiratory, cardiovascular,
and neurclogy. In each of the categories, rates are ad-
Justed on the basis of comorbid conditions that existed
prior to the index stay. Rates are further rlsk adjusted
on the basis of the hospitals service mlx

Independe_nt variablé: HCAHPS question 22

The independent variable, HCAHPS question 22
“Would you recommend this hospital to your friends
and family?” is intended to be a global measure of
satisfaction.® Possible answers to this question are def-
initely no, probably no, definitely yes, and probably yes;
howaever, the CMS reports only definitely yes, definitely
no, and probably no. This study used definitely ves,
coded as YRECMNBD, as the single variable for patient
experience.

The HCAHPS survey is administered by acute care
hospitals participating in the VBP program. Respon-
dents must be at least 18 years of age at the time
of hospitalization; they must have spent at least 1 night
in a medical, surgical, or maternity unit; they must be
alive at the time of dischargs; and they must have a
nonpsychiatric MS-DRG/principal diagnosis at the time
of discharge.” The HCAHPS survey may not be ad-
ministered to patients discharged to hospice care or
nursing homes, law enforcement patients, no publicity
patients, or patients with a foreign home address.

DATA

Data sources
All data are derived from the CMS’s Data. Medicare.gov,

Hospital Compare data sets in CSV flat file format. Data -

were imported into IBM SPSS Statistics, where they
were first analyzed for missing values {n= 1916). Miss-
ing values were eliminated, leaving a sample 'size of
4060 hospitals.

Descriptive statistics . '
The independent variable, READM, had a mean statis-
tic of 15.59, with a standard deviation of 0.964 and a
range of 10.30 (max = 21.40, min = 11.10). The vari-
able was normally distributed, with a skewness of 0.51
(SE = 0.038) and kurtosis of 1.72 (SE = 0.077).

The dependent variable, YRECMND, had a mean
statistic of 95.06, with a standard deviation of 3.335
and a range of 44 {max = 100, min = 586)}. The vari-
able was not normally distributed, with a skewness
of —2.127 {SE = 0.038} and kurtosis of 11.021 (SE =
0.077}.
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Testing procedure

A Pearson product-moment correlation test was per
formed to determine the relationship between the
2 variables, READM and YRECMND.

RESULTS

A statlstlcally 5|gmf1cant negatlve correlation {r ="
—0.248) was found between health care gquality, as
measured by 30-day readmission rates (READM), and
overall patient experience, as measured by responses
0 HCAHPS question 22 (YRECMND) among short-stay
hospitals in the United States. Hospitals with higher
levels of patient satisfaction, as measured by HCAHPS,
tended to have tower raies of readmission (Table).

DISCUSSION

This study set out to test the hypothesis that a sta-
tistically significant correlation exists between patient
experience and overall heaith cere quality in short-
stay hospitals. The findings confirm that hospitals with
higher patient experience scores have lower rates of
readmission and therefore have higher levels of over
all quality. This study, along with other large studies,
such as those by lsaac et al® {n = 927) in 2010 and Jha
et al’ (n = 4032) in 2008; support the use of patient
experience as an element of VBR

Critics of using patient experience as an element of
VBP point to anecdotal tales of providers kowtowing to
patients’ every whim to keep patient experience scores
high. Stories of overprescribing medications, ordering
unnecessary tests, or simply overutilizing services are
commen narratives of opinion pigces, blogs, and even
articles in periodicals on the subject.’® One blog by
Karen Sibert, MD,'® claims that physicians may be over
prescribing opioids because they are “likely to run afoul
of patient satisfaction surveys"” or because the CEO of
the hospital may have a compensation package tied to
the profit of the organization. However, the evidence
from large-scale studies of academic medical centers,
instead, indicates a negative correlation between care
intensity and patient experience scores.''® Second, if
these stories are true, we have a serious ethical breach’

' Table. Coprlations

READM YRECMMND

READM
Pearson carrelation 1 —0.248°
P {2-tailed} 2000
N 4060 ' 4060
YRECMND
Pearson correlation —0.248° 1
P {21aited) a0
N " 4060 4060

&Correlation is significant at the .01 level (2-tailed).
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in what is supposed to be the most ethical of profes-
sions. It is understood that encounters with the health
care system carry risks to the patient and therefore
the more procedures or tests a patient engages in,
the higher the risk for adverse occurrences,'® The ar
gument being made by Sibert™ and others would have
you believe that some providers are putting patients in
peril in order for the hospital to make marginal gains in
25% of 1.5% of Medicare Prospective Payment Sys-
tems reimbursement. This study refutes that the effec-
tiveness of such an undertaking would be effective; in
fact, it shows that the most direct route to high levels
of patient satisfaction is through delivering high-quality
care.

The first question we must ask when analyzing pub-
lic policy is "Does the policy achieve its purpose or
goals?” According to the final rule for the Medicare
VBF the purpose of the program is to “revamp how
care and services are paid for, moving increasingly to-
ward rewarding value, outcomes, and innovations in-
stead of merely volume.” " Since patient experience is
only one element of the VBP policy, the test should not
be whether it alone achieves the purpose or goals but
whether it contributes to the overall purpose. The an-
swer is "yes.” Hospitals have been forced to become
more innovative in how thay delivery care in an effort to
transition to a patient-centered model from one where
the physician is at the center of care.”® A new empha-
sis on things such as noise reduction, privacy, room
reconfiguration for staff efficiency, and colocation of
services'? is emerging. All of which can improve value
and outcomes for patients.

The next point of analysis should be cost and
benefit. While there are direct costs associated with
administering the survey, it is the costs associated
with creating an organization that is focused on patient
experience that may be significant. Rice® estimated
that 60 large hospitals or systems have appainted a
chief experience officer, with many more organiza-
tions choosing 1o place the responsibility for patient
experience at the director level. These are positions
that would have been unheard of a decade ago. Of
course, the human resource costs extend beyond the
position overseeing patient experience; they can be
found in the areas of retraining and even employee
turnover. For some organizations, the transition to
patient-centered care may be a dramatic one and can
cause unrest among employees; however, as with
maost fransitions associated with organizational culture,
once the foundation is in place, the costs of maintain-
ing it are marginal. The guantifiable benefits of using
HCAHPS are clear. Trivisonns?' found that high-volume
organizations with consistently high HCAHPS ratings
in the areas of nurse communication, pain manage-
ment, and cleanliness/quietness are correlated with
process-of-care scores and lower readmission rates
and that a 1-point increase in process-of-care scores is
associated with a 1% decrease in rates of mortality.

Itis important to remember that HCAHPS is only the
beginning of the role patient experience will have in
the health care system. The desire for increased value
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in health care is driving the implementation of home
health, nursing home, hospice, outpatient surgery,
health plan, as well as clinician and group participation
in the Consumer Assessment of Healthcare Providers
and Systerns {CAHPS) surveys.? These CAHPS sur-
veys are at various stages of implementation; however,
barring some significant change in policy, they will even-
tually be tied to payment in some manner and private
payers will probably follow suit.

LIMITATIONS

This study has some important limitations. First, many
hospitals were not included in the data. These included
non-Medicare providers such as children’s hospitals,
military hospitals, veteran's hospitals, and prison hospi-
tals {n = 315) for a total of 40 969 beds. This study used
hospital-wide patient experience data and did not ad-
just for service line, race, and primary language, which
can all play a role in levels of patient experience .

CONCLUSION

From hospitals to nursing homes and physician prac-
tices, we are at the beginning of a value-based delivery
system and the evidence from this and other studies
validates the role of patient experience in VBP Whether
a hospital is responding to the incentives associated
with VBP by increasing fee for value, shared rigk, or
capitated contractling, patient experience should be top
of mind for clinicians and administrators.
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