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“Keep in mind these data are reflective of 
patients’ perception of their care; whether 
or not we, as providers, agree, that percep-

tion is legitimate.” As the medical director of patient 

experience at the Mayo Clinic in 
Arizona, I’ve repeated this line 
countless times to clinicians and 
practice leaders questioning the 
validity of patient-experience data, 
especially when seeking to allevi-
ate the frustration of clinicians 
digesting less-than-desirable per-
sonal scores. What comes next 
is encouragement to continue de-
livering high-value care with the 
caveat that we also need to con-
sider the way our patients perceive 
us and our institution during 
their care.

The gradual transformation 
from volume-based to value-based 
reimbursement mechanisms, cou-
pled with increased competition 
for market share and brand loy-
alty, has made patient-experience 
ratings as important as other 
quality measures for health care 

organizations. Health care sys-
tems and medical practices are 
finding themselves employing ex-
perience officers and committees 
to oversee patient experience.

At the Mayo Clinic, our patient-
experience data are obtained large-
ly through automated surveys dis-
tributed after visits. We assess 
performance using a so-called 
top-box score, or the percentage 
of survey questions to which re-
spondents assign the highest pos-
sible value (e.g., 5 out of 5).

Interpretation of patient-expe-
rience data is extremely useful 
and practical on a systems level. 
Organizations and practices can 
obtain reports regarding access, 
office wait times, and how likely 
a patient is to recommend ser-
vices to others. These metrics are 
easily tracked over time and can 

be used to determine whether 
specific initiatives are useful. Cli-
nician-level data are a bit more 
nuanced and difficult to use ef-
fectively. There is no easy way to 
interpret subjective patient feed-
back, which should be considered 
in the context of clinical outcomes; 
measures of care complexity, cli-
nician productivity, and patient 
expectations; and potential biases. 
Furthermore, patients may answer 
questions regarding their inter-
actions with an individual clini-
cian — such as their perception 
of that person’s communication 
skills — on the basis of their ex-
periences related to access and 
scheduling, finding their way, 
sitting in waiting rooms, dining, 
and interacting with other mem-
bers of the care team. Determin-
ing fair and achievable bench-
marks for a diverse clinician 
workforce in a multispecialty or-
ganization can feel like an exer-
cise in futility.

Clinician-level data can be fluid 
from quarter to quarter, particu-
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larly when sample sizes are small, 
thus leaving few clinicians im-
mune to suboptimal patient-expe-
rience scores. Marginal scores 
and negative comments can make 
clinicians feel deflated and unap-
preciated, particularly when clin-
ical care is appropriate and out-
comes are favorable. The result is 
predictable defensive annoyance 
with survey data: “Does the pa-
tient want a favorable health out-
come or a favorable experience? 
Does leadership want me to be 
efficient or nice? What is more 
important, good care or the per-
ception of good care?”

Race is another variable that 
complicates the interpretation of 
patient-experience data. People of 
all races generally prefer to see 
physicians of their own race, and 
race concordance correlates with 
improved utilization of services 
and patient satisfaction.1,2 A re-
cent study revealed that black 
men in Oakland, California, were 
more likely to opt for certain pre-
ventive services when they met 
with a black physician than they 
were with a nonblack physician.3

Many white and Asian patients 
see clinicians of their own race, 
even if only because of the com-
position of the U.S. physician 
workforce. However, because of 
underrepresentation in that work-
force, the privilege of freely and 
easily selecting race-concordant 
health care providers is not af-
forded to Latino, black, and Na-
tive American patients.2 Even 
though people who are black or 
of African descent make up more 
than 13% of the U.S. population, 
they make up only about 6% of 
medical school graduates.4,5 Black 
men are an even rarer breed in 
medicine; according to data from 
the Association of American Med-
ical Colleges, blacks are the only 
racial or ethnic group in which 

female physicians outnumber male 
physicians.

Underneath my Mayo Model of 
Care standard suit and tie, I am 
packaged in an atypical form: 
black, male, and relatively young, 
with dreadlocks. My personal 
background and life and educa-
tional experiences have given me 
a somewhat serious demeanor, 
but most people would consider 
me kind and caring, with a good 
sense of humor. I’ve had my own 
outpatient internal-medicine prac-
tice, so I know the importance of 
ensuring that my patients have a 
positive experience that will en-
courage them to return and to re-
fer family members and friends. 
As a leader in the patient-experi-
ence space, I’m well versed in 
concepts such as effective com-
munication and empathy, and I 
routinely provide assistance to 
clinicians and practices that strug-
gle in these areas. None of this 
experience translates into excep-
tional personal patient-experience 
scores, however — at least not 
when I see patients who are not 
also black.

A large majority of Mayo Clinic 
patients are assigned to clinicians 
on the basis of appointment avail-
ability and panel sizes, particu-
larly in our community practices, 
in which there is high demand 
for services. We recently pulled 
3 years’ worth of data for our 
three black community-based pri-
mary care providers in Arizona 
to determine whether any trends 
in patient survey results corre-
sponded to race. The results were 
stark, yet not surprising. When 
seeing black patients, the three 
clinicians, including me, had an 
overall top-box score of 93.8% 
(n = 68). When seeing white pa-
tients, we had a top-box score of 
78.1% (n = 957). For questions on 
which survey respondents didn’t 

give us 5 out of 5, nearly all rat-
ings from black patients were 
4 out of 5, whereas the distribu-
tion of responses was more uni-
form among white patients. Since 
we are all graduates of predomi-
nantly white medical training 
programs and now practice med-
icine in Scottsdale and Glendale, 
Arizona, our own cultural incom-
petence probably isn’t the root 
of our less-than-desirable patient-
experience scores among white 
patients. Moreover, white patients 
don’t appear to have worse health 
outcomes when they are treated 
by nonwhite clinicians.

“Keep in mind these data are 
reflective of patients’ perception 
of their care; whether or not we, 
as medical providers, agree, that 
perception is legitimate.” This 
time, I am talking to myself as I 
digest another quarter of patient-
experience scores that fall short 
of the expectations I hold for my-
self as a patient-experience leader 
and physician champion. When 
aimed internally, the line doesn’t 
seem as convincing. How much 
do the scores matter, when I know 
I am being empathetic and re-
spectful and delivering high-value 
care with favorable outcomes? 
Should there be an asterisk for 
minority clinicians? What about 
minority patients? How can I be 
a leader in this space, when I can-
not consistently get top-of-class 
scores? Feelings of deflation and 
lack of appreciation arise, because 
it seems that no matter what 
techniques I use, how much em-
pathy I exhibit, and how much 
extra time I spend with patients, 
I cannot substantially improve my 
patient-experience scores.

Rising health care spending 
and continued shifting of costs 
from payers to patients has made 
U.S. health care consumer-centric, 
like many other service indus-
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tries. Patients are becoming more 
engaged in all aspects of their 
care and are making choices on 
the basis of their own experiences. 
How we make patients feel mat-
ters more now than ever before. 
Patient-experience data are vitally 
important to both large health 
care organizations and small med-

ical practices. The 
best way to interpret 
those data and the 
optimal benchmarks 

remain elusive, however, given 
variability in practice environ-
ments, patient and clinician di-
versity, and bias. Awareness and 

acknowledgment of trends sugges-
tive of bias are important, and the 
subject of provider choice based 
on race, ethnic group, and gender 
deserves more attention, though it 
should be handled very carefully 
so as not to lead to discrimination 
and racism. For now, though, 
“keep in mind these data are re-
flective of patients’ perception of 
their care; whether or not we, as 
medical providers, agree, that per-
ception is legitimate” — or is it?

Disclosure forms provided by the author 
are available at NEJM.org.
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Large segments of the U.S. 
population face persistent in-

equalities in health care quality 
and access. Nonwhite physicians 
care for a disproportionate share 
of people from underserved popu-
lations, thereby helping to reduce 
disparities in access to care.1 How-
ever, certain racial and ethnic 
minorities remain underrepresent-
ed in the U.S. physician work-
force. Blacks make up 14% of the 
general population but just 4% of 
physicians; disparities are similar 
for Hispanics or Latinos (17% of 
the population vs. 4% of physi-
cians) and American Indians or 
Alaska Natives (2% of the popu-
lation vs. <0.4% of physicians).2

Between 1997 and 2017, the 
number of matriculating students 
at U.S. allopathic and osteopathic 
medical schools who were from 
racial and ethnic groups under-
represented in medicine increased 
by 30% (from 2850 to 3713). Be-

cause overall matriculation in 
medical school increased by 54% 
(from 18,857 to 29,118), however, 
the proportion of entering medi-
cal students who were from under-
represented groups actually 
dropped from 15% to 13% (see 
table). As a result, the rate of 
medical school attendance among 
members of underrepresented 
groups fell by nearly 20% (from 
4.3 to 3.5 per 100,000 people), 
and the absolute numbers of black 
male medical students and Amer-
ican Indian or Alaska Native 
medical students decreased — 
signs that medical education is 
losing ground with respect to di-
versity and inclusion.

Not surprisingly, the same 
populations that are underrepre-
sented in medicine continue to ex-
perience stark health disparities. 
There is growing evidence that 
minority patients report better 
communication, greater satisfac-

tion, and better adherence to med-
ical treatment when they are 
cared for by racially and linguis-
tically concordant physicians. A 
recent study showed that increas-
ing the number of black physi-
cians could reduce the gap in 
cardiovascular mortality between 
black men and white men in the 
United States by 19% and the gap 
in life expectancy by approximate-
ly 8%.3 Such potential gains in 
health equity are of growing im-
portance to health plans, payers, 
and providers. Medical schools 
can prepare the workforce to care 
for a socioeconomically divided, 
racially and ethnically diverse pop-
ulace by redoubling their efforts 
to recruit applicants from under-
represented groups. To do so, 
however, schools will have to fun-
damentally change the way they 
evaluate applicants.

Disparities in medical school 
admissions encompass more than 




