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Abstract
Patient experience is increasingly recognized as a measure of health care quality and patient-centered care and is currently
measured through the Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS). The HCAHPS survey
may miss key factors important to patients, and in particular, to underserved patient populations. We performed a qualitative
study utilizing semi-structured interviews with 45 hospitalized English- and Spanish-speaking patients and 6 focus groups with
physicians, nurses, and administrators at a large, urban safety-net hospital. Four main themes were important to patients: (1)
the hospital environment including cleanliness and how hospital policies and procedures impact patients’ perceived autonomy,
(2) whole-person care, (3) communication with and between care teams and utilizing words that patients can understand, and
(4) responsiveness and attentiveness to needs. We found that several key themes that were important to patients are not fully
addressed in the HCAHPS survey and there is a disconnect between what patients and care teams believe patients want and
what hospital policies drive in the care environment.
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Introduction

Patient experience has been described as a cornerstone of

high-value, high-quality health care (1). Institutions with

higher measures of patient experience tend to score higher

overall on measures of quality (2-12). Over a decade ago, the

Hospital Consumer Assessment of Healthcare Providers and

Systems (HCAHPS) was developed, and in 2010, it was

deployed across US hospitals. However, because of issues

with response rates, the length of the survey, and the fact that

it might not cover key areas deemed important by patients,

some experts are calling for a revision to the current

HCAHPS framework (13,14).

The HCAHPS has a robust development history including

guided focus groups dating back to the late 1990s and early

2000s (15-17). However, these focus groups primarily

included Medicare patients from relatively educated back-

grounds and with limited diversity. Despite its robust

upbringing, many questions exist about the best way to apply

it and whether or not the various versions of HCAHPS may

have inherent biases (18-23). Additionally, over time, trends

in hospitalization and patient expectations of care may have

evolved.
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It has been suggested that hospital care will advance by

learning from patients and their families and involving them

in efforts to monitor and improve care (24). Accordingly, we

aimed to (1) explore concepts identified by hospitalized

patients as being important to them during hospitalization,

(2) explore concepts believed by physicians, nurses, and

administrators to be important to patients during hospitaliza-

tion, and (3) identify gaps and similarities between patient

and health care professional perceptions and expectations.

Methods

Study Design

We conducted 45 semi-structured interviews with hospita-

lized patients and family members or caregivers and 6 focus

groups with hospital-based health care professionals. The

project period, including study design and implementation,

interviews and focus groups, and analysis, was from October

2015 to August 2018. Focus groups with health care profes-

sionals were held from November 2016 to July 2017. Semi-

structured interviews with hospitalized patients and their

families were held from March 2016 to May 2017. Inter-

views with patients and focus groups with health care pro-

fessionals occurred, for the most part, concurrently.

Setting and Participants

The study was conducted at a 525-bed safety-net hospital in

Denver, Colorado. We used stratified purposeful typical case

sampling to identify eligible hospitalized patients. Approx-

imately 15% of Denver Health patients speak a language

other than English, a large majority being Spanish and thus

we sought to ensure that the distribution of patients, by age,

gender, race/ethnicity, language, primary payer, and length

of stay, was representative of the Denver Health patient

population. We included Spanish-speaking patients as pre-

vious work has shown disparities in non-English-speaking

groups with regard to patient experience. While we did not

use patient education as a part of our sampling strategy

because these data are not typically collected as a part of

clinical care, our patient sample reflected the typical patient

hospitalized at Denver Health. Eligible patients were adult

English- or Spanish-speaking patients on an inpatient med-

ical service, identified daily using a screening tool built

within the electronic health record. Eligible health care pro-

fessionals were physicians, nurses, nurse managers, mid-

level administrators, and executives either directly involved

in caring for hospitalized patients or responsible for patient

experience and employed by the hospital. Patients or health

care professionals who refused to participate, patients who

lacked decisional capacity as determined by their primary

care team, patients with hearing or speech impediments that

precluded regular conversation, patients on hospice/com-

fort care, pregnant patients, and prisoners were excluded.

Participants were recruited using in-person invitations for

hospitalized patients and email/phone call invitations for

health care personnel. Stratified purposeful typical case

sampling was used to identify hospitalized patients.

Patients without any exclusion criteria were invited after

the second day of their hospitalization to participate in the

study. Health care professionals were recruited using con-

venience sampling methods.

Patients and family members present were consented and

interviewed in the patient’s private or semi-private hospital

room. Spanish-speaking patients and family members pres-

ent during the interview were consented and interviewed in

Spanish by interviewers fluent in Spanish. Health care pro-

fessionals were consented as a group, and focus groups were

conducted in a private conference room.

Interview Guide

Semi-structured interviews with patients and family mem-

bers present used open-ended questions to explore key attri-

butes of an ideal experience during hospitalization. Focus

groups used open-ended questions to explore what health

care professionals believed patients felt was important dur-

ing hospitalization. Questions were derived from HCAHPS

survey domains and literature reviews. Interview and focus

group guides are presented in Online Supplement 1. The

ultimate purpose of our study was to inductively explore the

perceptions of patients, physicians, nurses, and administra-

tors with the goal of developing a conceptual framework

from the themes and subthemes identified, and thus the

semi-structured interview questionnaire served as a guide

to start the conversation with patients and focus group

participants.

Data Collection

Eligible patients were identified and consented by 1 of the

2 investigators (H.H. and L.M.) and interviewed by 1 of the

6 investigators (S.N., K.I., M.F., S.S., I.Q., and M.B.). Nei-

ther the interviewer nor any observers were wearing a white

physician’s coat during interviews with patients and were

not a member of the patient’s care team. Focus groups were

led by 1 of the 4 investigators (S.N., S.S., M.B., and M.F.).

Physicians, nurses, nurse managers, mid-managers, and

executives were interviewed in separate focus groups to

mitigate any group dynamic issues that could arise from

potential power differentials. Two investigators (H.H. and

L.M.) observed and augmented interview and focus group

transcripts with written notes. Recruitment of participants

was halted when no new codes or themes emerged during

the analysis.

Interviews and focus groups were audio-recorded, de-

identified, professionally translated, and transcribed. Any

identifiers inadvertently captured on the audio files were

removed during professional transcription and not retained

in any way.
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Analysis

Transcribed interviews and focus groups were coded by

3 study team members (A.K., H.H., and L.M.) using

Atlas.ti software (version 7.5.6, Scientific Software

Development GmbH). Disagreements in coding were

discussed until a consensus was reached. A thematic

analysis was conducted using an inductive method at the

semantic level (25). Consensus across 6 team members

(S.N., A.K., K.I., S.S., H.H., and L.M.) was reached

through independent review of the interview and focus

group data along with regular meetings to discuss iden-

tified themes and subthemes. A synthesis of results

emerging from focus group analysis was summarized

and compared to the qualitative results gleaned from the

patient interviews with the goal of identifying congruent

and dissonant themes.

Results

We approached 62 patients and interviewed 45 patients from

March 22, 2016, to May 15, 2017. Forty-nine patients con-

sented, with 4 subsequently excluded following consent.

Thirteen patients declined or were excluded prior to consent.

Table 1 summarizes the characteristics of the patients inter-

viewed. Patient participants described 4 domains during

their hospitalization that were important to them: (1) hospital

environment including cleanliness and impact of hospital

policies on patient autonomy, (2) whole-person care, (3)

communication with and across care teams with words that

patients can understand, and (4) responsiveness and

attentiveness. Figure 1 presents a conceptual framework

derived from the themes and subthemes from the patient and

family interviews. Table 2 provides additional illustrative

quotations for the themes and subthemes informing our con-

ceptual framework.

Patient Themes

The Hospital Environment Influences How Patients
Perceive Their Care

Hospital policies and procedures affect patient perceptions of
autonomy and may contradict patient preferences. Participants

described a lack of control, helplessness, lack of self-

advocacy, and vulnerability during their hospitalization.

Dependency on staff due to their physical limitations, hos-

pital rules, and inconsistent staff response time made the

hospital experience frustrating and intensified feelings of

loss of control and vulnerability. Patients perceived that the

priorities of the hospital (rules, policies, and procedures)

were not in sync with patients’ preferences and that the

hospital did not consider the patient when scheduling clinical

activities such as rounding times, procedures, and blood

draws. Patients suggested that hospitals should better align

clinical workflows and care processes with patient comfort,

rather than hospital staff convenience, as the primary

motivator.

Lack of privacy was identified as a critical concern by

patients and having to share hospital rooms with other sick

patients was viewed as a lack of respect for patients and their

privacy. Patients who reported having a roommate were par-

ticularly concerned about confidentiality, with respect to

sensitive medical and psychiatric information. Disrupted

sleep, noise, nudity of the room partners, and sharing the

restroom with another ill person added additional stress to

the patients.

Importance of cleanliness of the environment. The hospital

environment (comfort, cleanliness, and privacy) was seen

as a surrogate for how patients would be treated while

hospitalized. Patients noted they were relieved when they

saw that staff made efforts to keep the environment clean

and patients as comfortable as possible. Many patients

viewed factors such as a functional television, lights in

accessible locations, consistent cleaning services, family

being allowed to stay overnight, and quality of the food

as important environmental factors that play a role in their

comfort and well-being.

Whole Person Care With the Patient at the Center

Importance of patient-centered care. Participants described a

desire for their hospital care providers to honor their prefer-

ences regarding autonomy and level of their own involve-

ment in their care. Preferences varied regarding shared

decision-making—some of the patients wanted to know less,

Table 1. Patient Demographics.

Demographic value
English-speaking Spanish-speaking

N ¼ 22 N ¼ 23

Age
18-29 3 (14) 0 (0)
30-39 1 (4) 5 (22)
40-49 2 (9) 5 (22)
50-59 8 (36) 4 (17)
60-69 5 (23) 4 (17)
70-79 3 (14) 3 (13)
80-89 0 (0) 2 (9)

Gender
Female 14 (64) 11 (48)
Male 8 (36) 12 (52)

Race/ethnicity
Black 4 (18) 0 (0)
Hispanic 11 (50) 23 (100)
White 7 (32) 0 (0)

Payer
Medically indigent 1 (4.5) 14 (61)
Medicaid 11 (50) 1 (4.5)
Medicare 9 (41) 7 (30)
Commercial/Denver Health
Medical Plan

1 (4.5) 1 (4.5)
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while others wanted to know more. Some patients reported

feeling comfortable deferring clinical decisions to clinical

staff but wanted to understand the plan of care, thereby

balancing the power dynamics between patients and their

care team.

Seeing the patient as human, taking measures to avoid
dehumanization, and treating patients with empathy. Patients

described a strong desire for a human connection with their

nurses, doctors, and other hospital staff. Patients saw even

small gestures of kindness, such as calling their employer on

their behalf to request sick days or finding a family mem-

ber’s phone number, as going above and beyond the usual

standard of care. Patients desired hospital staff to be resilient

and pleasant, to appear to enjoy their jobs, to answer

patients’ and families’ questions, to listen to patients, and

to explain things in a way that patients and their families can

understand. Patients perceived that what differentiates aver-

age care from exceptional care is looking beyond the tubes

and machines to recognize that there is a human being

behind them and treating patients like more than just a

number.

Clear Communication Between the Patient and Care
Team

Care teams need to communicate with each other. Receiving

contradictory messages from different clinicians providing

care was frustrating for patients. Patients perceived that the

delays in procedures and changes in care plans reflected

disorganization and conflict among the health care provi-

ders. Participants described wanting clear, consistent, and

coordinated communication.

Communicating with words patients understand. Participants

expressed wanting clinical staff to clearly explain their

disease and treatment plan in a way that they understand.

While patients did not mind clinical staff using medical

terminology at the bedside, they expected that clinical

staff would take the time to communicate with them in

layman’s terms. While most participants expressed that

they lacked a clear understanding of their disease due

to an underlying lack of medical knowledge, they per-

ceived that clinical staff could bridge this gap by taking

time to explain information well.

Figure 1. Conceptual framework for patient interview themes and subthemes.
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Table 2. Patient and Family Themes and Subthemes With Exemplar Quotations.

Theme and subthemes Quotations

Hospital environments influence how patients perceive their care

Importance of cleanliness of environment “Nobody came to clean my room the whole weekend that I was there. For
my whole stay. I thought that was awful because you know—without a
clean room you’re bound to get infection. So I told my best friend and I
guess he took care of it for me. I didn’t want to get nobody in trouble.”
(patient 49)

Hospital rules, policies, and procedures affect patient
perceptions of autonomy and contradict patient preferences

“The doctors are discussing your personal business and here, this person
over here listening [referring to roommate]. Like oh, you know. That’s
not good. Isn’t that a compromise issue of doctor and patient
information? What if she knows somebody that doesn’t like me? You can
put a whole bunch of stuff on Facebook.” (patient 23)

“The laboratory keeps coming in poking me when I’m telling them that I
don’t have any more veins, and I’m all bruised up and they like just
come and poke me and they expect that like you know I’m fine with it.”
(patient 42)

“But there are some things that bother me. I don’t like them, but perhaps
it’s for my own good, so it won’t hurt me or it has to be due to my
health, for my own good. They come here, they wake me up all the time,
or I ask for a meal they can’t send me and they send over whatever they
want.” (patient 34)

Whole person care that is patient-centered

Importance of patient-centered care “They actually come in and talk to you; you know the palliative care and the
social workers and things like that. You actually see them before the
medical team gets here in the morning. They send one of the people out
and he gives you like an overview of what you’re going to be talking
about. And then a little while later the whole team comes in so you’re
not caught off guard about anything.” (patient 35)

“The noise, the lighting and none of that bothers me. When I go to sleep I
sleep but, for example, last night I was very sick and they didn’t let my
wife stay over because we’re two men sharing the room. Well, I needed
to have my wife there beside me, you understand?” (patient 45)

Seeing the patient as human, taking measures to avoid
dehumanization

“They treat you like you’re a person. Like you’re worthy.” (patient 14)
“The team here, I feel like they really care. And I feel like someone you

know, not just a number to them.” (16)
Treating patients with empathy “Then when I was in the bathroom I called for some help getting out, and I

didn’t really get the help I was looking for. I could tell she just didn’t want
to do it. It is hit and miss. It all depends on who’s working that day and
what their work ethic and personality is.” (patient 43)

“I haven’t been mistreated, not a bad looking face, nothing, nothing. On the
contrary, we’re going to help you, we support you, you’re going to make
it, this disease is no longer a negative one, it’s just like any other illness,
you can live 32, 33 more years, like nothing is happening, you can have
kids, you can have a family and I’m like . . . I mean, they took the negative
stuff I had away from the disease.” (patient 26)

Clear communication with patient and care team

Communicating in a way that patients can understand “First they talk among them, I don’t know the situation they’re seeing,
everything, they come in, they talk to me, they listen to me lungs, they
check up on me, whatever they must do, and sometimes among them
they also talk a bit more, well, this is what will do, basically they consider
this in group when the patient is there with them so that the patient will
also know what’s happening, not just they come in and they say you’re
going to use this blue drainer [references a medical device] and that’s it,
go. They tell you, look, they’re going to give you this [references a
medical device] for this and this and this reason. And we see this is the
best thing for you but we also want to know how you feel about it. So
they take you into account.” (patient 27)

(continued)
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Responsiveness and Attentiveness

Attention to patient’s physical and emotional needs. Patients

noted that they expect respect, kindness, and attentiveness

from their care team. Some described experiencing delays

and inconsistencies in responsiveness to the call light and to

their basic needs. Furthermore, having clear and accurate

expectations regarding waiting times and other delays is

important so patients are not left wondering about the status

of their request or their clinical care. Participants noted that

when immediate or anticipatory care did occur, it positively

affected their experience. Participants further described a

sense of emotional safety when staff had a confident demea-

nor and positive attitude and paused to take time to interact

with patients as human beings.

Worthiness of Care

Past choices leading to self-blame and passivity in care. Due to

their choices in the past, some participants blamed them-

selves for their disease and therefore tolerated suboptimal

treatment in the hospital. They did not see themselves as

worthy of better treatment and they were embarrassed to

demand more from their care providers. Many participants

did not speak up due to embarrassment, helplessness, lack of

self-advocacy, a feeling of not wanting to get anyone in

trouble, worrying that their care would be affected nega-

tively, or not wanting to be a burden to the staff.

Focus Groups

Six focus groups were conducted with a total of 45 partici-

pants. The focus groups included 13 attending physicians, 10

nursing staff, 15 managers, and 7 executives. Administra-

tors, physicians, and nurses were interviewed separately.

Several themes noted by patients such as lack of control,

communication between care providers, empathy, staff

engagement, expectation setting, and prioritization of health

system goals over individual patients were also noted in the

focus groups of physicians, nurses, and administrators.

Online Supplement 2 provides illustrative quotations for the

themes and subthemes identified. Figure 2 provides a dia-

gram for the themes and subthemes from the focus groups

highlighting commonalities between types of health care

professionals and unique themes identified.

Table 2. (continued)

Theme and subthemes Quotations

Care teams need to communicate with each other “I feel like it’s all communicated. I let them do the medical decisions, they’re
smart. But they go over everything and the whole team comes. With the
pharmacy, also three doctors come in here in the morning and they ask
me. And we’re all on the same page with it. It’s so clear and I have an
understanding of everything. It’s just real nice.” (patient 16)

Responsiveness and attentiveness

Attention to patient’s physical and emotional needs “The same way if it’s not ringing or not answering and you feel like you want
to pee and you press it, nobody answers. You just have to keep on
pressing it until somebody answers and I want to pee. I’ve peed myself
already. I have to keep on pressing until somebody answers.” (patient 36)

“Well, very good. See, last night one of them gave me a bath and please I’d
like to take a bath but they don’t have a small chair so I can take a bath,
oh, I’ll help you with your bath right now. And she went, she prepared
the bath, she helped me take a bath and get dressed, what else can I ask?”
(Patient 33)

“I went to go get a CAT scan. The transportation lady, you know she—they
put you in the wheelchair and they take you down there. I didn’t like how
she pretty much just stuck me in the hallway when there’s a waiting area
right there . . . ? Yeah, there was men doing a lot of construction, and I
had a really bad headache and I couldn’t—I was connected to all these, I
call the leash. I couldn’t get up and move myself. I would like you know if
there’s a waiting area right there, you know just to put patients that are
waiting in a—that’s why it’s called the waiting room.” (patient 38)

Worthiness of care

Past choices leading to blame and passivity in care “Once he comes in the morning [referring to provider], I don’t like to
bother him again. I know he’s got a lot of other patients worse off than
me. I feel like I ain’t worth it sometimes . . . probably because of the life I
led, the drugs I’ve done and the way I’ve acted and—up to no good and
stuff I guess.” (patient 3)
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While the themes from patient interviews and focus

groups were similar, the physician focus group noted that

despite feeling like they know what patients and families

genuinely want and need while hospitalized, depersonaliza-

tion occurs due to the stress of busy day-to-day work sche-

dules and burnout from an unsustainable workload. The

concept of having to direct or coordinate care was a unique

finding from the nurse focus group, while health care admin-

istrators described the need for human touch and empathy

from clinical staff when hospitalized.

Discussion

The most important findings of this study are (1) patients

identified factors that are not currently captured in the

HCAHPS surveys, such as how hospital policies and proce-

dures impact their perceived autonomy, that whole-person

care is important, and the need for cohesive communication

between care team members; (2) while physicians, nurses,

and administrators can articulate what patients find most

important, patients’ experiences and staff focus groups indi-

cate that hospitals struggle to bridge the gap between

understanding patient needs and actually meeting those

needs; (3) physicians noted that despite feeling like they

know what patients and families genuinely want and need

while hospitalized, depersonalization occurs due to the stress

of busy day-to-day work schedules and burnout from an

unsustainable workload; and (4) there is a subgroup of

patients who expressed feeling a lack of worthiness and a

reluctance to self-advocate.

The HCAHPS development began as early as the 1990s

through a variety of focus groups, but these focus groups had

several limitations, as they asked patients to recall hospita-

lizations as long as 1 year prior and utilized questions tai-

lored to address a battery of *66 items (15-17). Recent

articles have cited the concerns that HCAHPS may not ade-

quately cover key areas important to patients and has several

logistical issues including length of the survey and high

literacy level (13).

We found several domains not covered in the current

HCAHPS survey that are likely important to high-quality

care. These include hospital policies adversely impacting

patient autonomy (26), communication between care teams

(27), and whole-person care (28). With regard to policies, a

Figure 2. Diagram of focus groups’ themes and subthemes.
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variety of policies and procedures were referenced by

patients, including the timing of procedures and when a

patient is or is not allowed to eat/drink, visitation policies,

and room sharing policies. Many of the references of policies

by patients centered on patients reporting they felt as though

they lacked autonomy and control. The lack of privacy due

to having to share rooms is not new knowledge, with other

studies reporting this same finding; however, to our knowl-

edge, the HCAHPS survey does not include questions asking

about privacy or whether the patient was in a shared room or

not. While the HCAHPS survey includes questions exploring

how nurses and physicians communicated with the patient,

the HCAHPS survey instrument does not include questions

about how the patient perceives the care team members

communicated with each other. Our study corroborates the

need to continue to ask patients about how they perceived

nurses and physicians communicated with them and suggests

there is also a need to ask patients how they perceived care

team members communicated with each other about their

care. Some of these domains could be incorporated into

future surveys (ie, how well did your care team communicate

with each other and how did hospital policies affect your

hospital stay). Some of the confusion around hospital poli-

cies could likely be mitigated with improved patient-

centered communication around patient preferences and an

understanding of safety protocols.

In our safety-net population, we also found that certain

patients may not feel worthy of advocating for themselves in

particular when feeling that their illness may be due to pre-

vious poor choices. While this finding was noted in a smaller

group of patients (N ¼3), this phenomenon may be more

prevalent in hospital settings that serve underserved popula-

tions and thus may be a future area to potentially focus on.

Additionally, we may have captured unique perspectives by

interviewing patients in person during their hospitalization,

as the lack of a reliable phone number or address may pre-

clude some of our most vulnerable patients from responding

to the HCAHPS survey. Our finding on whole-person care is

similar to a recent study that reported that person-focused

interventions could improve the patient experience (28).

Recently published articles support the finding that hospital

policies affect patient experience, and those policies need to

be patient-centric and flexible (26). Similarly, another study

found that patients in private rooms are more likely to report

a top-box score for overall hospital rating, hospital recom-

mendation, call button help, and quietness in HCAHPS (29).

We found that many of the themes noted by patients (lack

of control, communication between care providers, empathy,

staff engagement, expectation setting, and health system

priorities) were also noted by health care professionals. In

addition, we noted there were some unique themes identified

during focus groups with physicians, nurses, and adminis-

trators. In particular, administrators described the need for

human touch and empathy from health care staff when hos-

pitalized. The concept of having to direct or coordinate care

was a unique finding from the nurse focus group, while the

concept of depersonalization and burnout was a unique find-

ing from the physician focus groups. The health care profes-

sionals who agreed to participate in our focus groups came

from a cross-section of units and departments. Depersonali-

zation and burnout reported by the physicians who partici-

pated in our study are findings that have been described in

the literature by other researchers and may serve as an expla-

nation for why physicians feel unable to completely meet the

needs of patients. Interestingly, focus group results illu-

strated that health care professionals’ own experience as a

patient (or a patient’s family member) imparts an under-

standing that they are able to apply to their own work caring

for patients. This concept is mirrored in perspective pieces

published by clinicians (30). Our findings suggest that while

health care professionals appear to have a genuine under-

standing of what patients want and need during their hospi-

talization, this awareness does not always translate into

reliable fulfillment of these needs and wants as experienced

by hospitalized patients.

Although the ideas expressed by health care professionals

were mostly congruent with those expressed by patients, the

experiences relayed by patients point to a gap in translating

these ideas into clinical practice. Future work should be

directed at understanding the reasons for this gap between

health care professionals’ knowledge and everyday practice.

For instance, it is plausible that clinical workload, cognitive

load, competing demands, burnout, or systems factors may

explain why these behaviors are not always modeled in daily

practice.

Our findings also highlight the role of system-level bar-

riers in hindering the patient-centeredness of policies and

procedures that patients, families, caregivers, clinical staff,

and administrators all deem important. Modifying policies

and procedures governing activities such as clinical round-

ing, scheduling of procedures, and timing of blood draws

would require a system-level change in hospital operations,

which is challenging to execute. While certain policies pro-

tect our patients and families, others are likely detrimental to

patients who are trying to heal, such as those that interrupt

patient sleep or disallow patients from having family mem-

bers or caregivers stay with them overnight. The need for

standardized yet flexible processes has been recognized as a

key strategic framework in patient-centered care (31). To

stay competitive, health care organizations need to develop

effective and efficient processes that are patient-centered,

informed by the newest models of operation management

and research, and designed for our patients and families.

Our study had several limitations. This study aimed to

describe the experiences of patients, caregivers, and health

care professionals at a safety-net hospital, and thus the

results may not be applicable in other settings. In addition,

there was a potential for participation bias if patients who

declined to participate were different in some way from

those who agreed to participate. Due to using a convenience

sample for the focus groups, there is also a potential for

selection bias among the health care professionals included
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in the study. Also, patients who did not speak English or

Spanish were excluded from this study, and these patients

may have had different experiences. We recognize that

patient experience may vary according to language, race/

ethnicity, or other cultural factors; however, this analysis

was intended to propose a high-level framework. Future

work should be conducted to explore these potential differ-

ences. Conducting the patient interviews while the patients

were still hospitalized may have inhibited patients’ willing-

ness to fully disclose their perceptions regarding their expe-

rience. They also would not have experienced the discharge

process during that respective hospitalization and thus the

needs around the discharge and transition process are not

addressed in this study. Finally, interviews and focus groups

were conducted by physicians, which could have influenced

participant disclosures. However, to mitigate this potential

issue, neither interviewers nor observers wore a white phy-

sician’s coat during interviews with patients or focus groups.

Our study also has several strengths. Because we inter-

viewed patients during their hospital stay, their experience of

hospital care was likely very real and fresh on their minds.

We included both English- and Spanish-speaking patients,

and the interviews were conducted by native English and

Spanish speakers. This work incorporates a more diverse and

underserved population than the original focus groups

described by Sofaer et al., which included a predominantly

white population (62.8%) and 57% of the participants had at

least some college or 2-year degree or vocational school or

higher education. Educational levels for the population who

responded to HCAHPS at our institution was high school.

We also sought the perspectives of the clinician and admin-

istrative team, which we believe are also important to under-

stand. Few studies have paired patient, care team, and

administrative perspectives.

Conclusions

We found several critical themes among hospitalized

patients that are not currently captured in standard patient

experience assessments. We found that there is a disconnect

between what patients and clinical staff believe patients need

and want and what hospital policies and environments drive

in the care environment. Certain vulnerable populations may

be less inclined to self-advocate regarding their needs, and

additional measures may need to be taken to ensure the needs

are met.
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