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Abstract
The perceptions of healthcare providers regarding patient experience are essential for enhancing healthcare services and improving

the overall patient journey. This study aimed to analyze patient experience efforts across six dimensions within a network of private

hospitals in Brazil, leveraging insights derived from the perspectives of healthcare providers. A web-based survey was conducted,

including questions about the following dimensions: (1) Governance and Leadership; (2) infrastructure and access; (3) staff and pro-

vider engagement; (4) Patient & Family Engagement; (5) Policy & Measurement; and (6) Quality & Clinical Excellence. All dimensions

were classified as “making progress,” except for the “Staff & Provider Engagement” dimension, which was classified as “getting
started”. Professional experience did not influence perceptions of any dimension. A comparison of scores between physicians

and nursing staff revealed the largest mean difference among the professional categories (p <0.001). The key dimensions for imple-

menting and developing patient experiences were positively identified by professionals of the multidisciplinary team in the study

context. Healthcare professionals’ engagement has emerged as the primary factor identified as an opportunity to improve patient

experience.
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Introduction
A paradigm in which every patient deserves a positive care
experience is fundamental to modern healthcare. Patient experi-
ence extends beyond individual satisfaction, acting as a key
metric for evaluating and improving quality, governance, and
accountability in healthcare.1 Patient experience, as defined by
The Beryl Institute, refers to all interactions influenced by an
organization’s culture that shape patient perceptions during
care.2 This definition underscores four vital themes intrinsic to
comprehending patient experience: personal interactions, orga-
nizational culture, patient and family perceptions, and the care
continuum. Furthermore, patient experience acts as a valid indi-
cator and metric of patient-centered care (PCC), representing
one of the principal domains of healthcare quality.3 It funda-
mentally encapsulates human experience within healthcare

services, extending far beyond the previous emphasis on techni-
cal competencies.1
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The direct involvement and responsibility of healthcare pro-
viders are pivotal in ensuring that patient care adequately
addresses needs within their family and community frame-
works. Healthcare providers’ perceptions and attitudes
toward patient experiences are fundamental to enhancing
healthcare services and improving patient journeys. Engaging
healthcare staff, fostering their commitment, and understanding
their unique perspectives are pivotal to evaluating and advanc-
ing patient-centered care, ensuring that care delivery aligns
with patients’ needs and expectations. Studies have indicated
that healthcare providers who are sensitive to the cultural, fami-
lial, and community contexts of their patients are more likely to
foster patient trust and satisfaction, leading to better health out-
comes.3 Few studies have explored the perceptions of health-
care professionals in multidisciplinary teams regarding PCC
in hospital settings.4,5 Their direct interactions with patients
provide valuable insights that complement patient perspectives,
highlighting opportunities to address both systemic challenges
and relational aspects of care. Engaging healthcare providers
remains an essential strategy for fostering patient-centered
care and enhancing the quality of healthcare services.6

However, accurate measurement and analysis of patient
experiences remain challenging. The scientific literature high-
lights the importance of using a framework to better understand
and improve patient experience, departing from traditional
approaches to improvements that rely on anecdotes or isolated
events.7 There is a pressing need to develop a comprehensive,
multidimensional instrument that is thoroughly validated and
applicable across geographically diverse regions, particularly
in low- and middle-income countries, where cultural barriers
can substantially influence assessment outcomes. Organization-
wide patient experience assessments are essential for identifying
strategic opportunities to promote experience excellence.7 It is
equally important to incorporate the perspectives of healthcare
professionals who directly interact with patients. This study
aimed to analyze patient experience efforts across six dimensions
within a network of private hospitals in Brazil, on the basis of
insights from a national survey conducted from the perspective
of healthcare providers.

Methods

This quantitative observational cross-sectional study was con-
ducted in a private healthcare network in Brazil. A web-based
survey was conducted between January 2 and February 2,
2024. Healthcare providers were contacted and invited to com-
plete a web-based questionnaire. Participation in the study was
voluntary, and after agreeing to participate in the research and
with their anonymity guaranteed, the participants completed
the questionnaire electronically. Communication took place via
the intranet as a strategy to maximize the percentage response
rate. This communication channel was chosen to foster aware-
ness among healthcare personnel, leaders, and managers in
various hospital departments of the importance of the subject
and the focus and objectives of the study. Subsequently, partici-
pants were allowed to complete the instrument online.

The study population consisted of professionals working
in sixty-nine private hospitals in Brazil, distributed across
four Brazilian macro-geographic regions: North, Northeast,
Central-West, and Southeast. A total of 69 hospitals were
included because they constituted the entire subset of institu-
tions in our private healthcare network. We developed a web-
based survey that aimed to capture the perceptions of health-
care providers about patients’ experience dimensions,7

including (1) Governance and Leadership; (2) infrastructure
and access; (3) staff and provider engagement; (4) Patient
& Family Engagement; (5) Policy & Measurement; and (6)
Quality & Clinical Excellence. The questionnaire was devel-
oped in Portuguese (Supplementary Table 1).

The participants completed the questionnaire in an anony-
mous online form. This system design enabled the healthcare
personnel to complete the survey at their preferred locations
and times. Hospital participation was voluntary. Once a hospital
agreed to take part, all healthcare professionals in that facility
were invited to complete the survey, ensuring that every staff
member had the opportunity to respond. No selection procedure
or sampling technique was applied at the individual level, thus
allowing for a broad and inclusive representation of perspectives
from each participating hospital. Apart from identifying the

Table 1. Level, Descriptions, and Scoring Ranges for Each Item of the Questionnaire and the Dimensional Score.

Level Description Scoring ranges

Excelling Organizations at this stage are ensuring a coordinated, targeted, and sustained effort

throughout the experience landscape, continuously working to maintain and enhance

their outcomes. Despite observing consistent results, these organizations do not

consider their experience efforts fully successful; instead, they acknowledge the

ongoing need for focus and action.

Each item: average score 1.0–2.5
Dimensional score: average

score 6.0–15.0

Making

progress

Organizations at this level are making significant strides across all aspects of the

experience landscape and are seeing sustained results in a large portion of their

experience effort.

Each item: average score >2.5–3.5
Dimensional score: average

score >15.0–21.0
Getting

started

Organizations at this level are beginning to see some level of progress across all areas of

their experience effort and are starting to realize some consistent results in their

efforts.

Each item: average score >3.5–4.5
Dimensional score: average

score >21.0–27.0
Needs

attention

Organizations at this level are in the early stages of many of their experience initiatives

or are revisiting and reengaging in experience efforts. They may only be starting to

observe the initial impact of their actions.

Each item: average score >4.5–5.0
Dimensional score: average

score >27.0–30.0
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hospital name, no information that would reveal the survey
respondents was collected. The respondents were not able to
change their previously given answers. It was not possible to
pause the completion of the questionnaire and continue it later.

For the final analysis, we exclusively considered the fully
completed questionnaires. This report adheres to the
Checklist for Reporting Results of Internet E-Surveys
(CHERRIES) guidelines.8 All procedures involving human
participants were performed in accordance with the ethical
standards of the institutional and/or national research com-
mittee, as well as the tenets of the 1964 Declaration of
Helsinki and its later amendments, or comparable ethical
standards.

Survey Development
The Experience Framework of the Beryl Institute and its
dimensions were used as a reference for the development of
our experience questionnaire.7,9 The initial pool of survey
items was developed by the first author to reflect the six dimen-
sions of patient experience proposed for the investigation in
this study. The study team members then reviewed and
selected the most appropriate items, refined the wording of
some items, and eventually reduced the pool to 36 items for
use in the first round of pilot testing. On the basis of the con-
structs, a total of 36 items were elaborated with a five-point
Likert-type answer scale (Supplementary Tables 1 and 2). In
this study, content validation was assessed based on relevance.
To verify content validity, the questionnaire was submitted for
appraisal by the judges (n= 09), who were considered quali-
fied to assess the clarity, content, objectivity, and understand-
ing of the questionnaire. The selection criteria of the judges
were as follows: being a healthcare professional with a

master’s degree (PhD) completed at least one year ago or
having postgraduate education related to quality, safety, and
patient experience. These judges received an explanatory
letter and a questionnaire that included 36 questions with a
five-point Likert-type scale that assessed the header, layout,
scope of items, clarity, content, and objectivity of the items.
The experts were requested to critically review each domain
and provide scores on each item independently. The 36
items were categorized into six dimensions. During the
content validation stage, two analytical processes were under-
taken: the item-level content validity index (I-CVI) was calcu-
lated for each item, while the scale-level content validity index
(S-CVI) was assessed using the average calculation method
(S-CVI/Ave).10 Items with an I-CVI value of ≥0.78 were
retained, and those with I-CVI between 0.70 and 0.78 were
revised. In addition, the expert panel’s recommendations
were taken into consideration in revising some of the
wording and phrasing of items.

The dimensions evaluate current efforts and associated strat-
egies to improve the experience.7,9 The questionnaire comprises
42 items, including six questions about the respondent’s charac-
teristics (occupational category, professional experience, and
experience at the hospital’s current position) and 36 questions
about patient experience. Patient experience-related answers
were graded on a Likert-type scale, indicating the degree of
agreement from “totally disagree” to “totally agree”. Each
item could have a maximum score of five points (strongly
agree), and each dimension, consisting of six questions, could
achieve a maximum score of 30 points. Scores for each item
are based on the following scoring ranges: “needs attention”
(average score 1.0-2.5), “getting started” (average score
>2.5-3.5), “making progress” (average score >3.5-4.5), and
“excelling” (average score >4.5-5.0). The average of all the

Table 2. Dimension Scores According to Time Since Employment at the Hospital and, Time Since Completion of Professional Training.

Experience at current position

Less than 1 year 1 year or more

Cohen’s d - Mean difference estimator (IC 95%)Dimension Mean (SD) Mean (SD)

Governance and Leadership 24.99 (3.59) 25.04 (3.51) −0.01 (−0.03; 0.01)
Infrastructure & Access 23.65 (4.11) 23.73 (4.03) −0.02 (−0.04; 0)
Staff & Provider Engagement 21.63 (5.68) 22.19 (5.36) −0.1 (−0.12; −0.08)
Patient & Family Engagement 24.74 (3.58) 24.69 (3.54) 0.01 (0; 0.03)

Policy & Measurement 23.82 (4.07) 23.93 (3.94) −0.03 (−0.04; −0.01)
Quality & Clinical Excellence 24.17 (3.7) 24.22 (3.62) −0.01 (−0.03; 0)
Years of experience

Dimension Less than 1 year 1 year or more Cohen’s d - Mean difference estimator (IC 95%)

Mean (SD) Mean (SD)

Governance and Leadership 25.24 (3.45) 25 (3.55) 0.07 (0.04; 0.1)

Infrastructure & Access 24.26 (3.75) 23.64 (4.09) 0.15 (0.12; 0.18)

Staff & Provider Engagement 22.82 (5.1) 21.85 (5.54) 0.18 (0.14; 0.21)

Patient & Family Engagement 24.9 (3.45) 24.69 (3.57) 0.06 (0.03; 0.09)

Policy & Measurement 24.4 (3.73) 23.83 (4.02) 0.14 (0.11; 0.17)

Quality & Clinical Excellence 24.59 (3.44) 24.16 (3.67) 0.12 (0.09; 0.15)

*The magnitude of the effects was defined by the Cohen’s d method to estimate the mean difference (MD) and its 95% confidence intervals (CI).
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items within a dimension was calculated to determine the
dimensional score. The scores for each dimension were based
on the following scoring ranges: “needs attention” (average
score 6.0-15.0), “getting started” (average score >15.0-21.0),
“making progress” (average score >21.0-27.0), and “excelling”
(average score>27.0-30.0) (Table 1). Finally, the average of the
scores from the dimensions enables an overall assessment of the
healthcare provider’s perception of patient experience, allowing
the identification of strengths and systemic improvement oppor-
tunities concerning knowledge, resources, and solutions.

Statistical Analysis
This was a nonprobability sample comprising all eligible staff
present or on duty at the hospital during the data collection
period. Personnel from various departments of the hospital
were invited to participate, and data were collected electronically.
By applying the formula n = Z2 · p · (1− p)/E2, where n rep-
resents the sample size, Z is the Z-score corresponding to the
desired confidence level (95%), p is the estimated population
proportion, and E is the margin of error (2%), the minimum
sample size required for each hospital was calculated. The
minimum total sample required was 42,754 participants. All
healthcare providers were invited to respond to the survey.

The Fleiss’ kappa (FK) test was used to confirm the
content validity of the questionnaire. Agreement among the
judges (ideal≥ 0.75%) was analyzed according to Landis
and Kock,11 with FK values showing slight agreement (0≤
FK≤ 0.20), weak agreement (0.21≤ FK≤ 0.40), substantial
agreement (0.61≤ FK≤ 0.80), and almost perfect agreement
(FK≥ 0.81). The correlation between the items (r≥ 0.40) and
Cronbach’s alpha (ideal ≥70%) was also verified12,13 a
Cronbach’s alpha value of 0.7–0.9 implies adequate internal
consistency.14 To analyze the structural validity, a correlation
matrix between the dimensions and all the items was used.

Differences in scores based on employment duration and
training completion are presented with 95% confidence inter-
vals. The magnitude of the effects was defined by using
Cohen’s d method to estimate the mean difference (MD)

and its 95% confidence interval (CI). A value of ≤0.2 repre-
sents a small effect size, and a value of ≥0.8 represents a
large effect size.15 All multiple comparisons between dimen-
sions were conducted using the Tukey’s Honest Significant
Difference (Tukey’s HSD) method. All analyses were con-
ducted using R software (version 4.1.2; R Foundation for
Statistical Computing). Statistically significant results are
indicated by P values less than 0.05.

Results
In total, 47,711 responses were analyzed. The completion rate
was 89%. Completing the entire questionnaire took an average
of 30 min (range: 11-90 min). Of these, 64% (30,520/47,711)
were from the southeast region, 25% (12,004/47,711) from the
northeast, 7% (3392/47,711) from the central-west and 1%
(557/47,711) from the south (Supplementary Figure 1). The
lower proportion of respondents in the South and Northeast
regions (1% and 7%, respectively) correlates with the overall
staffing distribution in those areas. In addition, 46% (21,990/
47,711) of healthcare providers had beenworking in their respec-
tive organizations for five years or more. Overall, physicians
accounted for 13% (6171/46,158) of the respondents, whereas
nursing staff accounted for 54% (21,469/46,158)
(SupplementaryTable3).The representativeworkunits included
inpatient units (17%; 7231/42,975), intensive care units (21%;
9069/42,975), surgical centers and obstetric centers (13%;
5651/42,975), and emergency units (13.5%; 5821/42,975).

The questionnaire items showed substantial agreement
(Supplementary Table 4) regarding clarity, content, objectivity,
and validity. Cronbach’s alpha coefficients for the dimensions
was 0.90 (0.88–0.92). High correlations were observed
between the dimensions “Patient & Family Engagement”
versus “Quality & Clinical Excellence” (0.82) and “Policy &
Measurement” versus “Quality & Clinical Excellence” (0.80).
The correlations observed were moderate to strong (0.64–
0.82) (Supplementary Figure 2). The estimated correlation
matrix for all the items is presented in Supplementary
Figure 3. The content validity of the questionnaire was

Figure 1. Healthcare providers’ perspectives on patient experience through 06 dimensions. Mean (Standard Deviation).
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evaluated at both the item and scale levels. The item-level
content validity index (I-CVI) ranged from 0.78 to 1.00
across all items, with an overall I-CVI of 0.91. At the scale
level, the scale-level content validity index (S-CVI) was calcu-
lated using the average calculation method (S-CVI/Ave) and
ranged from 0.89 to 0.98 across dimensions, with an overall
S-CVI/Ave of 0.95 (Supplementary Table 5).

The total average score across all the dimensions (36–180)
was 143.45 (SD 21.3). The participant hospitals in the study
and the mean scores obtained are shown in Supplementary

Figure 4. Figure 1 presents the scores obtained for each
dimension. “Governance and Leadership” achieved a score
of 25.02 (SD 3.54), “Infrastructure & Access” scored 23.07
(SD 4.02), “Staff & Provider Engagement” obtained
achieved 21.94 (SD 5.51), “Patient & Family Engagement”
achieved 24.7 (SD 3.5), “Policy & Measurement” received
23.8 (SD 4), and “Quality & Clinical Excellence” scored
24.2 (SD 3.6). All dimensions were classified as “making pro-
gress,” except for the “Staff & Provider Engagement” dimen-
sion, which was classified as “getting started”. The largest

Figure 2. Comparison between dimension scores. Mean difference (estimator), confidence intervals 95% and the adjusted p-values for all

possible pairs (Tukey’s HSD method). Abbreviations: (D1) Governance and Leadership, (D2) Infrastructure & access, (D3) Staff & provider

engagement, (D4) Patient & Family Engagement, (D5) Policy & Measurement, and (D6) Quality & Clinical Excellence.

de Oliveira Lima et al 5

https://journals.sagepub.com/doi/suppl/10.1177/23743735251325138
https://journals.sagepub.com/doi/suppl/10.1177/23743735251325138
https://journals.sagepub.com/doi/suppl/10.1177/23743735251325138


mean difference was observed between ‘Staff & Provider
Engagement’ and other dimensions (P< 0.001) (Figure 2).

Professionals employed at the hospital for less than one year
accounted for 44% (21,071 of 47,711) of the sample. When
compared with professionals who had more than one year of
employment, no significant differences were observed in
scores across any of the dimensions, as indicated by small
effect sizes (Cohen’s d≤ 0.2). Furthermore, professionals with
less than one year of total professional experience comprised
9% of the sample, and similarly, their scores did not differ sig-
nificantly across dimensions (Cohen’s d≤ 0.2) (Table 2).

Among professional categories, nursing staff exhibited the
lowest scores across the evaluated dimensions (Supplementary
Table 6). A detailed comparison revealed that physicians had
a higher mean score (147.44; SD 23.08) than nursing staff
(138.09; SD 24.75), with the largest mean difference observed
between these groups being 9.3 points (95% CI 6.3-12.0,
p < 0.001) (Supplementary Figure 5). These results highlight
a significant difference in perceptions across professional cat-
egories, particularly between physicians and nurses, while pro-
fessional tenure and overall experience appeared to have a
minimal influence on the scores.

Discussion
This questionnaire was developed to gain a deeper under-
standing of healthcare professionals’ perspectives on the
dimensions that influence patient experience. Following its
validation, its implementation across a network of private
hospitals in Brazil revealed that the primary challenge in
improving patient experience was related to “Staff and
Provider Engagement”, which received the lowest scores
among the domains evaluated. In other words, motivating
and engaging professionals are essential for improving
patient experience. A systematic review of patient experi-
ences revealed that most studies primarily have focused pri-
marily on patients, aiming to understand their needs and
perspectives to improve patient-centered care (PCC).16

While identifying and addressing patients’ unmet needs are
critical for effective PCC, the care process inherently requires
two-way communication between patients and healthcare
providers. Therefore, concentrating solely on the patient’s
viewpoint offers an incomplete understanding of how to
enhance the PCC. It is equally important to incorporate the
perspectives of healthcare providers, who interact directly
with patients.

Studies have focused on a better understanding of the spe-
cific roles and interactions of users involved in the patient
experience.16–18 According to the patients, the key factors
were the functional aspects of the service, such as profession-
alism, continuity, and comprehensiveness, including respect
for patients’ psychological needs and protection of their
privacy.19,20 In contrast, healthcare providers emphasize the
structural aspects of the service, including efficiency, as
well as the quality of their relationship with patients,
leading to a dual focus on both the hospital system and the

environment, and the ability to form positive relationships
with patients. This difference in perspectives between the
two groups may not be immediately apparent to either side;
however, a deeper understanding could foster better relation-
ships, improve communication about treatment, and increase
patient participation in decision making and treatment adher-
ence.17 Notably, our survey did not indicate that
“Governance and Leadership”, “Infrastructure & Access”,
“Patient & Family Engagement”, “Policy & Measurement”,
and “Quality & Clinical Excellence” were considered signif-
icant efforts and sustained outcomes. The dimension “Staff &
Provider Engagement” dimension is still considered to be in
the early stages of more effective actions, with few consistent
results achieved thus far. Supporting care providers and reaf-
firming their purpose is essential for achieving positive
patient experiences.

Constant analysis of the workload is also crucial.
Healthcare professionals need a proper balance between
work demands and available time to ensure the quality of
patient care. Work overload can lead to fatigue and a decrease
in the quality of care, directly affecting patients’ experience.
There is a strong correlation between leadership quality at all
levels and team engagement and performance.21 While
everyone in the organization plays a crucial role in promoting
a healthy environment, it is the leadership responsibility to
evaluate working conditions related to structures and work-
load to ensure that professionals find satisfaction and joy in
their work environment.21 The Institute for Healthcare
Improvement advocates shifting the focus from “burnout”
to “joy in work.” This distinction is more than merely a
matter of terminology. As health encompasses more than
the mere absence of disease, joy encompasses more than
the mere absence of burnout.22 Experiencing joy in the work-
place fosters intellectual, emotional, and behavioral commit-
ment to meaningful and fulfilling work.23 Substantial
evidence indicates that management practices aimed at culti-
vating a joyful and engaged workforce led to lower burnout
rates, fewer medical errors, and enhanced patient experi-
ence.24,25 Additional benefits included improved teamwork,
reduced waste, increased customer satisfaction, and increased
employee productivity.26,27

A previous survey demonstrated that differences existed
among subspecialties when their viewpoints on elements rele-
vant to the PCCwere assessed. The perception of care coordina-
tion clearly varies across departments,whereas teamwork among
healthcare professionals in delivering patient care, aswell as con-
tinuity and transition, is considered significantly more important
for PC.5 Another study that characterized the perceptions of
person-centered practice among a multidisciplinary team of
healthcare professionals working in an internal medicine inpa-
tient unit revealed that participants’ professions significantly
influenced their perceptions of commitment to the job.4

Notable differences were observed between the perceptions of
physicians, nurses, andphysical therapists, althoughprofessional
experiencehadno influenceon theperceptionsof anydimension.
Our results align with these findings, as we found that the
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comparison of scores between physicians and nursing staff
revealed the largest mean difference among professional catego-
ries.This scenario is likelydue todifferences in educational back-
ground, understanding of PCC concepts, and the nature of work
relationships with healthcare institutions and patients.

Limitations
This study has several limitations. First, the use of a conve-
nience sample exclusively from private healthcare facilities
restricts the generalizability of the findings. Second, the
unique socioeconomic landscape of Brazil28 may introduce
bias in the interpretation of the results. Third, the high
scores across the different constructs raised the question of
whether the participants’ responses reflected an idealized
version of their practice or their actual current perception
of daily care. Fourthly, although this study sheds light on
healthcare providers’ perspectives regarding patient experi-
ence, the absence of systems and standardized measures for
capturing patient-reported data during the same study period
presents a notable limitation. Finally, although the study was
conducted within the specific context of a private healthcare
network, which limits the generalizability of the findings to
other care settings or populations, the inclusion of a represen-
tative sample of healthcare professionals is a mitigating factor.
Future studies that characterize the cultural and organizational
structures of healthcare settings could offer deeper insight into
the relationships between patient-experience dimensions and
the complex factors that either facilitate or hinder them.
Additionally, it is crucial to examine how the values and
customs of different countries and socioeconomic contexts
influence efforts to improve the patient experience.

Conclusion
The key dimensions for implementing and developing
patient experiences were positively identified by profession-
als of the multidisciplinary team in the study context. Caring
for those delivering and supporting the delivery of care and
reaffirming a connection to meaning and purpose are funda-
mental to the successful realization of a positive experience.
In conclusion, health care professionals’ engagement
emerged as the primary factor identified as an opportunity
to improve patient experience. Promoting a better experi-
ence for healthcare professionals should be a focus in
people management, which includes appreciation and rec-
ognition, promotion of well-being policies and joy in the
work environment, implementation of guidelines for stress
measurement and reduction, and elimination of a punitive
culture to address adverse events. Such measures are essen-
tial for building a culture of patient experience in healthcare
systems.
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