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Abstract

Background: Posthospital syndrome is associated with a decrease in physical and cognitive function and can contribute to
overall patient decline. We can speculate on contributors to this decline (eg, poor sleep and nutrition), but other factors may
also contribute. This study seeks to explain how patients experience hospitalization with particular attention on what makes
the hospital stay difficult. Design: Qualitative interview study using grounded theory methodology. Setting: Single-site
academic medical center. Patients: Hospitalized general medicine patients. Measurements: Interviews using a semi-
structured interview guide. Results: We recruited 20 general medicine inpatients from an academic medical center. Of the
participants, |2 were women and the mean age was 55 years (range = 22-82 years). We found 4 major themes contributing to
the hospital experience: (1) hospital environment (eg, food quality and entertainment), (2) patient factors (eg, indifference and
expectations), (3) hospital personnel (eg, care team size and level of helpfulness), and (4) patient feelings (eg, level of control
and feeling like an object). We discovered that these emotions arising from hospital experiences, together with the other 3
major themes, led to the patients’ perception of their hospital experience overall. We also explore the role that patient
tolerance may play in the reporting of patient satisfaction. Conclusions: This article demonstrates the factors affecting how
patients experience hospitalization. It provides insight into possible contributors to posthospital syndrome and offers a
blueprint for specific quality improvement initiatives. Lastly, it briefly explores how patient tolerance may prove a challenge to
the current system of quality reporting.
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Currently, the health-care experience is often assessed
with surveys. Since their implementation, CAHPS Hospital
Survey and Press-Ganey have worked to standardize data
reported from hospitals about quality (14). This has allowed
for meaningful comparisons across hospitals as well as
incentivized accountability and quality improvement
(14,15). For example, HCAHPS provides important data
about hospital quality and patient satisfaction (14). However,
these questions are closed-ended and responses are restricted
to a 4-point Likert scale; they only skim the surface of the

Introduction

The experience of hospitalization is not easy (1-3). Patients
often leave the hospital less able to care for themselves and
in a state of health worse than their baseline (1,2,4). This
period of potential decline, termed posthospital syndrome,
places patients at a higher risk for a range of adverse events,
including unsteadiness, readmission, and death (2,5,6).
Some of these can be attributed to their illnesses, but that
does not explain the entire functional and/or cognitive
decline sometimes seen in hospitalized patients. We can
make educated guesses based on literature clinical experi-
ence about factors that might contribute to this decline:

' Medical College of Wisconsin, Milwaukee, WI, USA

Sleep, nutrition, hospital provider, depersonalization, and
mood can all be negatively impacted by hospitalization
(7,8). However, other factors may come into play. It has also
been shown that health outcomes are positively correlated
with metrics that can assess the patient experience, indicat-
ing that a crucial part in improving quality may lie in addres-
sing the hospital experience (9-13).
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patient experience. Instead of a question such as “what made
it challenging to sleep?” patients are restricted to responding
to a yes or no question about if the hospital was quiet (14,15).

As medical professionals, we can speculate on what
patients may want improved about hospitalization. Some
studies have been conducted about particular areas, such
as service handovers and food quality (16—18). However,
this focused approach does not allow for new themes to
emerge and instead assumes that the focus area is one
which patients would like improved. Others have gone one
step further to discuss with patients what they would like to
improve (19,20). A limitation of these studies was that
participants were interviewed after discharge and thus may
not remember everything that occurred during their hospi-
talization. Qualitative literature on patient-derived areas for
improvement is lacking. We conducted this study to gain a
better understanding of how patients view their hospitaliza-
tion with particular focus on the factors that patients feel
make their hospital stay difficult.

Methods
Study Design

This was a single-site qualitative interview study. We chose
this technique with several thoughts in mind. Qualitative
studies are ideal when the primary aim is to gain a deeper
understanding of a scenario or phenomenon (21). We chose
to implement interviews in order to glean patient-derived
data to explain the processes and emotions associated with
hospitalization, a technique well supported in qualitative
research methodology (21). We anticipated this technique
would provide us with the most robust data that we could
then use to form a model of the hospital experience that
accurately represented the data. We interviewed general
medicine patients from June to August 2016 with particular
interest in understanding the parts of hospitalization that
were difficult for patients.

Participants

Our participants were recruited from an academic medical
center located in a large, Midwestern city. The hospital has
585 beds and approximately 29 000 admissions per year. We
included inpatients on general medicine teams, who were at
least 18 and thought to be within 2 days of discharge. We
excluded patients who were unable to speak English or were
unable to give informed consent. We included patients from
both housestaff and hospitalist Advanced Practice Provider
(APP) teams.

Instrument

Based on a literature review, we designed a semistructured
interview guide to explore the hospital experience. It con-
tained a variety of open-ended and more direct questions with
the goal of obtaining an in-depth view of what patients

perceived as important during their hospitalization. The inter-
view process began with asking open-ended questions such as
“walk me through your hospital stay. What were some of the
major things that happened?” The interviewer made notes and
went back to elements of the patient’s story to probe more
deeply about crucial elements (as seen in the Supplementary
Interview Guide). The interview guide was designed to allow
patients to talk through their experience in its entirety and to
also steer the conversation if they felt something was crucial to
their hospital stay, a process that is well supported in the
literature (21). Additional direct questions focused on specific
topics such as comfort, meals, hospital workers, and what
they felt should be improved were addressed depending on
the amount of detail the original open-ended questions soli-
cited. Patients were continuously probed further by ques-
tions such as “can you tell me more about that? What was
that like? How did that make you feel?” This process was
created to reveal patient-generated areas for improvement as
well as to assess hypotheses about areas suspected to be
difficult. We shared the guide with experts in doctor/patient
communication, medical education, and hospital medicine
and made adjustments based on their feedback. As the inter-
views progressed, we adapted the interview guide to explore
emerging themes in subsequent interviews.

Data Collection

To perform the interviews, we obtained the team lists and
went team by team in a random order to identify eligible
patients. Each patient on the selected team list was
assigned a number. We then spoke with either a resident
or attending physician to identify eligible patients. If there
were no eligible patients or the team could not be reached,
we moved on to the next team. Using a random number
generator, we randomly selected the order in which eligi-
ble patients were approached.

After completing 9 interviews, we switched to purposive
sampling to ensure a broad age, gender, and racial represen-
tation of patients. Specifically, we switched techniques to
account for racial diversity in our sample. This was achieved
using the process described above, just substituting purpo-
sive sampling of eligible participants. We chose to begin
with random sampling in order to achieve a diversity of
participants and increase the generalizability of our results
(22). We then used purposive sampling in order to ensure a
diversity of our sample, anticipating that different participant
demographics would lead to differences regarding hospital
experience, thus providing more diverse, comprehensive
data (22).

Patients completed a brief demographic survey. Inter-
views were audiotaped using a Zoom H4n Handy Recorder
and then transcribed verbatim. We began data analysis while
continuing to collect data to allow us the chance to explore
new themes in subsequent interviews. We reached thematic
saturation after completing 12 interviews and completed
8 more interviews before ending data collection (Table 1).
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Table I. Saturation Grid.

Participants

Theme Subtheme I 2 3

10 11 12 15 16 17 18 20

Cleanliness

Directions

Emergency department
Entertainment

Food quality
Expectations

Family

Indifference

Life outside hospital
Privacy

Self-care

Capacity

Care team size

Level of helpfulness
Showing they care
Teamwork

Anxious

Appreciative

Boredom

Feeling bothersome
Feeling like an object
Irritation

Level of control
Loneliness
Overwhelmed

Trust
Uninformed/confused
Advocacy

Electronic Medical Record (EMR)
Level of comfort
Mood influencers
Patient—provider relationship
Patient strength
Procedures
Provider—provider communication
Repetitive processes
Sleep quality
Tolerance

Wait time

Environment

Patient factors

XX XX XX
XX X X X
XXXXXX X

Hospital personnel

X X X
XX XXX X XXX X XX

Feelings

X X XX XXXX
XX X XX XX
X X

X X
X X

Areas of thematic
overlap

X XXXXXXXX
XXX X XXXX
X X X

X X X

X X

X

XX XX XX XXX

XXX X

X

X

XXXXX X
XX X X X X
X XX XX
X
X X
X
X XX XXX XX
X XXXXX X
XXX XX XX
XX XX X
X X X
X XX XX
XX XX
X X
X X XXX

X X
X

X X X X X
X X
XX XX XXX
X X

X X X

X X X
XX XX
X X
X X
X X X
XXX XXXXXXXX

X X
X X X
XXX XXX XXX

XX XX X X

X X
X XXX
X XX X XX
X X
X X
X X
X X
X X

XX XX X XXX
X X

X X X
X X X
X X
XXX X
X X X X
X X
X X
X X X X

X
XXXXXXXXXXXX X

XXXXXX XXX

XXXXXX XXX
XXXXXX XXX X
XXXX XXX XXX
XXXXXXXXXXXX

X
XX XX XXXXX
XXKXXXXXXXXXXXXX XX XX

X X X
X X X
X X

We held a larger meeting with experts in physician/patient
communication, medical education, and hospital medicine
after half of the interviews were complete in order to gain
outside opinions about how the analysis was progressing,
and we made some adjustments to the interview guide as a
result. This study was approved by this academic center’s
institutional review board.

Analysis

We used a grounded theory approach to the data analysis and
interviewed patients until we achieved thematic saturation
(23). Grounded theory does not use a previous theory or
model to analyze and interpret data. Rather, it uses the data

obtained to develop a model that accurately represents the
findings (24). Transcripts were analyzed using NVivo qua-
litative data analysis software. The transcripts were first
analyzed using open coding to identify distinct concepts that
appeared in the transcripts. Open coding is a process in
which there are no preformed ideas of exactly what the codes
will be, they are derived from the transcripts themselves
(24). Two of the study team members met on a weekly basis
to discuss codes and themes as they were emerging during
the interview process. We then developed a code book with
codes and definitions and examined the breadth of experi-
ences within each code (Table 2). After open coding was
complete, we used axial coding to develop larger themes and
concepts that allowed us to develop a framework. We began
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Table 2. Coding Scheme for Transcript Analysis.

Code Definition

Advocacy Times when patients describe being advocated for or advocating for themselves

Anxious things that make patients feel anxious or stressed

Appreciative Instances where patients communicate appreciation for someone or something

Boredom Times patients were bored during their hospital stay

Cleanliness cleanliness of something described by the patient

Concerns about family members  Things patients are worried about concerning their family

Capacity Times when patients feel comforted or confident in their care provider’s abilities

Control Situations when patients describe directly or indirectly their level of control in the hospital

Maintaining control
Not in control
Directions

Emergency Department (ED)
Electronic Medical Record (EMR)

Entertainment
Expectations

Feeling bothersome
Food quality

Getting to know providers

Hospital Personnel
Flustered
Helpful personnel
Showing they care
Unhelpful personnel

Indifference

Irritation

Large care teams

Level of comfort
Comfort
Discomfort

Life outside the hospital

Loneliness

Misleading information

Mood influencers
Mood enhancing
Mood nonenhancing

Overwhelmed
Patient suggestions

Patient—provider communication
Amount of information received

Feeling like an object

Not feeling heard
Patient safety issue
Privacy

Provider—provider communication

Repetitive process
Security
Self-care
Sleep quality
Strength

Activity level

Importance of quality food

Teamwork

Patients feeling like they have maintained control during their hospital stay

Times that patients weren’t in control of the situation; things done without consent and/or input

Directions to places (cafeteria, parking, rooms, information desks, etc)

Issues from the ED

Times patients discussed their experiences with the EMR

Descriptions about what patients and/or family members do or wish they could do for entertainment

Expectations patients express about the hospital or hospital stay, what they thought should/would
happen

When patients describe feeling bad for doing certain things or feeling like a bother to their providers

Describing the food quality during the stay

Times when patients describe getting to know their providers or wishing they got to know their
providers better

Descriptions of hospital personnel

Times patients describe workers being flustered and how that impacts them

Times when patients perceived care providers being very helpful or doing something nice

Experiences which patients described unhelpful hospital staff

Times patients describe providers showing that they care about their patients and how that makes
patients feel

When patients do not care how something is done or how something is

When patients feel frustrated or upset

Feelings about having a lot of providers in the same room at once

Patients describing their comfort level during the hospital stay including physical environment

Things that make hospitalization comfortable

Things that made patients physically uncomfortable

Things patients discuss about their life outside the hospital including financial stressors

Patients describing times they were lonely in the hospital

Information that was either intentionally or unintentionally wrong

Things or people that improve the moods of patients

Things or people that did not improve the moods of patients or negatively affected the moods of
patients

Times patients described being overwhelmed with a situation

Suggestions made by patients to improve hospitalization

Communication between patients and their providers

Times patients discuss how much information they receive from their providers and whether they
want more or less

Times patients discuss feeling like they are on display or feeling like an object

Times when patients do not feel their provider is hearing or understanding what they are saying

Times when patients discuss things that could have or did result in an adverse event or a near miss

Times patients describe privacy concerns or how they maintained privacy

Communication between different providers

Descriptions of processes that patients experience multiple times

Patients discussing security personnel or situations in which they interfaced with hospital security

Patients describe things that they do or need to do in order to feel better or feel like a human

Discussion of factors affecting sleep in the hospital

Factors affecting patients’ strength - things that make them stronger or weaker

Times when patients mentioned or alluded to their physical or mental activity levels and how they feel
it is affecting them

Times patients discuss the importance of having good food in the hospital and what it means to them as
a patient

Times when patients describe team dynamics they witnessed during their hospital stay

(continued)
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Table 2. (continued)

Code Definition
Tolerance When patients settle for something because they think that is how it is in the hospital, but they are not
really happy with it
Trust Trusting or developing trust with care providers
Wait time Times when patients describe their wait times for certain aspects of their hospital stay
No waiting Very short or no wait
Waiting Text associated with patients having to wait for something

by organizing similar codes together to assess their relation-
ships. Some were denoted as “daughter” codes within the
NVivo software as they were better explained in their associ-
ation with their “parent” code (Table 2). For example, the
original codes “helpful personnel” and “unhelpful personnel”
became daughter codes of hospital personnel. After parent and
daughter codes were identified we began to look for relation-
ships between codes, organizing codes into subthemes. The
relationships, or lack thereof, between subthemes allowed for
organization of major themes and areas of overlap between
major themes. Our work in the form of major themes and
subthemes are representative of substantive-level theory about
the patient experience. Each theme and subtheme were
derived from the data to represent specific areas of the patient
experience (24). We presented preliminary findings to a group
of experts (including clinicians and researchers) to further
refine our axial coding. To assess for agreement, one investi-
gator identified the chunks of text coded and marked these on
an uncoded copy of 3 randomly selected transcripts. Overall
agreement was calculated by the number of chunks that had
any coding agreement (considered if the coders agreed on at
least one code for the chunk) divided by the total number of
chunks. Coding agreement was 89%.

Results

We interviewed 20 patients. The mean age was 55 (range =
22-82); 8 were men; 4 were African American, and there was
a wide range of employment and education status (Table 3).
Direct, comprehensive chart review was not performed as part
of the original study protocol. However, several patients self-
reported the reason for their admission during the interview.
These reasons for admission reflected a wide range of internal
medicine topics such as cystic fibrosis exacerbation, abdom-
inal pain, bowel obstruction, and mechanical fall (Table 3).
A model representing the patient experience emerged
from the analysis (Figure 1). The model consisted of 4
major themes (Table 4): environmental factors, patient fac-
tors, hospital personnel factors, and patient feelings. Each
major theme was composed of several subthemes. There
were also several subthemes that overlapped between major
themes. The interaction between the environmental,
patient, and hospital personnel themes and subthemes
seemed to influence the feelings patients developed
throughout their hospitalization and therefore contributed

to their perception of their hospital stay overall. In the
following paragraphs, we highlight the main themes and
selected subthemes.

Environment

The first major theme was the hospital environment, which
focused on aspects of the hospitalization that were intrinsic to
the hospital itself. When discussing the hospital environment
with patients, 5 subthemes emerged: cleanliness, directions,
emergency department, entertainment, and food quality.

Patient Factors

The second major theme was patient factors. This theme
included factors brought to the hospitalization by patients
themselves. The subthemes were patient expectations, family,
indifference, life outside the hospital, privacy, and self-care.

A commonly discussed subtheme was the concept of
indifference. We defined this as when patients did not have
a preference about a situation or about how something was
done. For example, when asked if they would like more
information about their hospital providers, one patient
replied, “I don’t have to know—as long as they’re doing
their job. I mean, I don’t really care. ..they always intro-
duce themselves when they come in and—and that’s all |
need to know.”

Hospital Personnel

Hospital personnel reflected the attitudes and work of the
hospital workers. Subthemes within this theme included
capacity, care team size, level of helpfulness, showing they
care, and teamwork.

Care team size referred to the number of people on the
team taking care of the patient. This number was dependent
on whether the team was resident or Physician Assistant/
Nurse Practitioner based. Feelings toward the care team size
varied widely. For example, several patients described large
care teams as, “very overwhelming...when you have the
one head doctor that always comes in in the morning . . . then
you have the students . . . and you have 6 of ‘em pile in. . .it’s
a lot.” However, it was also common for patients to enjoy or
feel indifferent about having a large care team.
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Table 3. Participant Demographics.?

Gender n (%)

Female 12 (60)

Male 8 (40)
Age

Mean 55

Range 22-82
Race n (%)

Caucasian

African American
Employment

Currently employed

Unemployed and not seeking employment

Retired

Unable to work

Other (disability)

Prefer not to say
Education

No school completed

Through 8th grade

Some high school

High school General Education Diploma (GED) or

diploma

Some college credit

Associate degree |

Master’s degree 3
Reason for admission (self-reported)

Mechanical fall

Crohn flare with weight loss

“Urological issue”

Cystic fibrosis exacerbation

Alcohol withdrawal

Abdominal pain

Headache

Bowel obstruction

Diverticulitis

16 (80)
4(20)

— NN O — WU

0N — —

N

“n = 20.

Feelings

Feelings was the theme that included emotions that patients
experienced throughout their hospitalization as a result of the
interplay between the hospital environment, their personal
patient factors, and the hospital personnel. Patients described
a wide range of emotions including anxiety, appreciation,
boredom, feeling bothersome, feeling like an object, irrita-
tion, level of control, loneliness, overwhelmed, trust, and
uninformed/confused.

One subtheme frequently discussed was level of control.
Patients described frustration due to the minimal control they
have over their schedule. Others described their frustration
from their lack of personal space stating, “these people just
sort of walk in and they take over the room . . . I understand put
the mute button on but, it’s like, you’re coming in to my space.”

Overlapping Subthemes

Several aspects of hospitalization fit within more than one
theme. Level of comfort, for example, was not only

dependent on the hospital environment but also on the hos-
pital personnel. Another area of immense overlap existed
between patients and personnel and included areas such as
patient—provider communication.

Another area of overlap was between environment,
patients, and hospital personnel. A topic within this area of
overlap was patient strength. Some patients described how
they felt that being able to move about the hospital, either for
exercise or entertainment, played a pivotal role.

A final area of overlap was the concept of tolerance. This
subtheme emerged as a combination of patient expectations,
hospital environment, and personnel factors. This subtheme
describes when patients settled for something because they
believed that is the way it is in the hospital, even though they
were dissatisfied. One of the earliest examples emerged
when a patient remarked, “what do you do?” while describ-
ing that the patient in the neighboring room was loud and
kept him awake for most of the night.

Discussion

This study aimed to understand the patient experience, pay-
ing special attention to aspects of hospitalization that are
particularly difficult. We discovered that hospital factors,
patient factors, and personnel factors played a role in deter-
mining the feelings that patients experienced during their
hospitalization. The feelings ranged from anxious, to appre-
ciative, to feeling out of control. The model emphasizes the
importance of hospital personnel in setting the tone for
patients’ experiences. Patients wanted their care providers
to be kind to them. This may seem obvious, yet it reinforces
that patients want their providers to demonstrate they care
and to know that they are working as hard as they can on
their behalf (25).

In addition to explaining the hospital experience, this
model provides insight into possible contributors to posthos-
pital syndrome. Some factors such as lack of sleep or food
quality have been studied or suggested as factors that con-
tribute to posthospital syndrome (17,19). This study sheds
light on other factors that may also contribute, such as the
opportunity for self-care, mood influencers, patient strength,
and advocacy. Since patients described self-care activities
(eg, showers, essential oils) as calming or making them feel
better, improving the ease with which patients can perform
these activities may help patients feel better sooner. Patient
strength also seems to play an important role. Current
literature emphasizes the importance of early mobility in
intensive care unit patients (26). Similarly, encouraging
appropriate mobility and exercise may prove beneficial not
only for physical health but also for patient morale and
self-efficacy.

The concept of tolerance was intriguing. We identified
tolerance when patients responded to questions with phrases
such as “it’s fine.” We ultimately defined it as when patients
settled for something because they believed that is the way it
is in the hospital, even though they were dissatisfied. Upon
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Hospital
Personnel

Figure |. Patient perceived factors and the patient experience of hospitalization.

hearing these responses early in the interview process, we
were uncertain how to characterize them. In order to further
investigate, we added probes about what ideal might look
like; this allowed patients to offer feedback or suggestions.
As we continued to acquire and analyze data indicating that
patients did not enjoy certain aspects but did have sugges-
tions on how to improve them, the tolerance concept sepa-
rated itself from indifference. Where indifference suggests
that patients truly do not have a preference regarding a spe-
cific topic, tolerance emerged as a concept where patients
accept the norm but do have an underlying belief regarding

the manner in which something should be done. For exam-
ple, while discussing staff entering the room at night, one
patient stated that “they gotta do that. .. but you know, that
[gets] kinda annoying sometimes.” When probed further
about what his ideal night would look like, he suggested that
“twice a day” would help him to sleep better. Further prob-
ing with a subsequent patient produced this statement:
“I haven’t complained, only because I figured there was
nothing that could be done.” These responses indicate that
patients may have more to say than they initially let on or
even realize, and that with the appropriate conversation they
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Table 4. Major Themes, Their Subthemes, and Representative Quotes.

Theme Subtheme Representative Quote
Environment Cleanliness “They have cleaned every day and it’s absolutely spotless”
Directions “She’s not from this area so . . . or she hasn’t been for a very long time. So she had a

Patient factors

Hospital personnel

Feelings

Areas of thematic
overlap

Emergency department
Entertainment
Food quality

Expectations
Family

Indifference
Life outside hospital
Privacy

Self-care

Capacity

Care team size

Level of helpfulness
Showing they care

Teamwork

Anxious

Appreciative
Boredom

Feeling bothersome
Feeling like an object
Irritation

Level of control
Loneliness

Overwhelmed

Trust

Uninformed/confused

Advocacy

Electronic Medical Record (EMR)

problem figuring out where to park”

“they had the waiting times for lab work posted on the wall, however, it ran far
longer than they said”

“art. Hmmm . . . Books and magazines . . . even if —a-a group movie. So a person can
be in a wheelchair”

“the food is absolutely excellent. . .| had tenderloin tips. .., grilled cheese and,
cheeseburger—the cheeseburgers are absolutely excellent”

“The ER wait was a little bit longer than | thought it would be or [was] in the past”

“She was very tired, um, because she came from work and she’d been up since, um,
5 o’clock”

“I don’t have to know who it—or what—as long as they’re doing their job. | mean, |
don’t really care. | mean it—they always introduce themselves when they come in
and—and that’s all | need to know”

“l mean, I’'m missing out on money”

“they’re pretty good, too. You know, they knock”

“it made [her] feel so damn good . . . if they can’t do a shower, a sponge bath would
help”

“this doctor explained that we could mix these two drugs together . . . he wanted to
do this test this morning, it got done, they’re rushing orders. And then the
physician on the floor, he’s here 2, 3 times a day . . . he stops in to make sure that |
know that he’s still watching the case”

“very overwhelming . . . like when you have the one head doctor that always comes
in in the morning . . . then you have the students . . . and you have like 6 of ‘em pile
inand...it’s a lot”

“they took a lotta time, were just very personable, very, informative . . . [| felt] very
respected, very, just involved”

“they always ask if they can help me with it or anything. . . they’ve been very, very
considerate and polite”

“when you have different teams of doctors to come see you for different things and
they all ask you the same questions, in my mind I'm just like why don’t you guys
talk to each other?”

“they’re—talking about me and my body and like . . . it was really struggling and that
was just like bringing my anxiety up a lot”

“They took time to listen to me, and that’s what means a lot to me”

“Sometimes I'll go walk into the courtyard .. . just to be outside. . . just so | don’t
have to be in the room all the time”

“| felt so bad because, here | ordered this sandwich and | got maybe a quarter of it
down ...l ordered it special and | couldn’t eat it”

“I would’ve appreciated a little bit more checking in with me from the doc .. .. okay,
this is what we’re doing, we’re gonna talk about you—but, you know more
acknowledgement of me”

“constantly getting poked. . . that’s what frustrates me”

“these people just sort of walk in and they take over the room .. .| understand put
the mute button on but, but, it’s like, you’re coming in to my space”

“that always makes me feel a little better . . . just someone to talk to about their
days”

“I was really sick, they were giving me all this information, and it just got way too
overwhelming, so | just asked everyone to leave, just to talk to the doctor on my
own”

“when you get a new doctor or a new nurse, they seem to know you and know your
case...you feel more at ease”

“her contribution freaked me out. .. how does she expect me to live with
that? . ..and then yesterday the ostomy nurse came in and she finally explained
what it was”

“the nurses are on my side . . . they’re on my side and they’re trying to help as much
as possible”

“| guess they didn’t know in their computer why | was here .. .| guess it wasn’t on
the computer”

(continued)
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Table 4. (continued)

Theme Subtheme

Representative Quote

Level of comfort
Mood influencers

“Very uncomfortable on the cart”
“the view. | thought, gee, | got a nice view here. ..t makes life a little

better . .. there’s something about having the outside world coming in”

Patient—provider relationship
Patient strength
Procedures

“l had really good attention . .. the residents were just really great”
“would’ve been nice to get more exercise”
“they told me | couldn’t eat...almost 12 to |5 hours before | was able to eat”

Patient—provider communication “it’s like you’re just not listening, at all .. .it’s in one ear and right out the other”

Repetitive processes

“They come to get blood or to check my vitals or whatever. Ya know. Typical

hospital stay. I've never been in a hospital yet where they let you sleep all night”

Sleep quality
Tolerance
Wait time

“I think I'd feel better if they let me sleep”
“I haven’t complained, only because | figured there was nothing that could be done”
“And that was—that was the hardest thing, waiting, but, you have to—sometimes

people are worse off than you”

may be able to provide suggestions for improvements that
may otherwise be undiscovered.

Understanding that patients view hospitalization through
a lens of tolerance led us to wonder how well satisfaction
surveys truly discern quality. If patients are viewing and
assessing their hospitalization through a lens of tolerance,
are the data being reported on satisfaction surveys accurately
reflecting the patients’ experiences? Our data suggest that
sometimes patients are not considering the possibility that
things could improve, which may also impact survey results.
Moreover, this may suggest that our current method of asses-
sing quality is not well rounded and may need improvements
in order to ensure maximal patient-centered improvements.

This concept of tolerance also presents unique chal-
lenges when approaching hospital leadership to discuss
change. If surveys do not accurately reflect how patients
feel, it could prove challenging to convince leadership that
change is needed. Additionally, if patients realize they can
expect more from hospitalization, they may begin complet-
ing surveys based on what their ideal situation would be.
This could lead to a decrease in satisfaction scores that
would then require a response from hospital leadership.
Leadership may be hesitant to explore what ideal would
look like for patients. However, we believe that eliminating
tolerance and striving for ideal deserve serious consider-
ation and future study.

There are several limitations to this study. First, this was
a single-site study with a sample size of 20, which limits the
generalizability of our results. Although the sample size
and obtained patient demographics make these findings
somewhat preliminary, we did achieve thematic saturation
and we used both random and purposive sampling to obtain
a diversity of participants. Second, our results are qualita-
tive and we are therefore unable to describe them in a
quantitative manner. We can say, however, that these are
issues present in the hospital and that we should address
them. Third, the study was restricted to English-speaking
participants only as we did not have the resources to pro-
vide translation services. Non-English-speaking patients

have their own unique challenges and may have unique
stressors related to hospitalization. However, we used a
combination of random and purposive sampling to ensure
maximum diversity.

One area we did not address in this study is actual post-
hospital recovery. In other words, we did not follow patients
home and reinterview them to understand their recovery. If
they experienced posthospital syndrome, how long did it
take for them to recover? A future study could address how
patients’ posthospital recoveries are impacted by factors
such as those identified in this study.

Limitations notwithstanding, this study adds depth to our
understanding of the patient experience and provides data
that we can use to improve hospital care. Because this was a
single-site study, further exploration at an additional site
would be a reasonable next step. The implications of these
results are numerous. Most markedly, the conceptual model
provides a framework from which to draw areas for targeted
quality improvement initiatives. For example, future initia-
tives encouraging the maintenance of a home routine (ie,
bathing, brushing teeth) as well as timed coordination of
nightly interruptions (eg, bloodwork, vitals, wound checks)
could lead to drastic improvement in patient sleep quality,
thus improving multiple aspects of hospitalization. This
study also provides patient-derived data on important areas
of hospitalization that could be used to develop a more
patient-centric instrument to measure patient satisfaction.
It also suggests that future instruments may need to include
methods to address patient tolerance in order to gain a deeper
and more comprehensive assessment of patient satisfaction.
Whether through targeted quality improvement initiatives or
larger policy changes, this study will serve as a framework to
produce meaningful change for patients and improved qual-
ity for all.
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