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Abstract

Background: Patient-reported data—satisfaction, preferences, outcomes and experience—are increasingly studied
to provide excellent patient-centred care. In particular, healthcare professionals need to understand whether and
how patient experience data can more pertinently inform the design of service delivery from a patient-centred
perspective when compared with other indicators. This study aims to explore whether timely patient-reported data
could capture relevant issues to improve the hospital patient journey.

Methods: Between January and February 2019, a longitudinal survey was conducted in the orthopaedics
department of a 250-bed Italian university hospital with patients admitted for surgery; the aim was to analyse the
patient journey from the first outpatient visit to discharge. The same patients completed a paper-and-pencil
questionnaire, which was created to collect timely preference, experience and main outcomes data, and the
hospital patient satisfaction questionnaire. The first was completed at the time of admission to the hospital and at
the end of hospitalisation, and the second questionnaire was completed at the end of hospitalisation.

Results: A total of 254 patients completed the three questionnaires. The results show the specific value of patient-
reported data. Greater or less negative satisfaction may not reveal pathology-related needs, but patient experience
data can detect important areas of improvement along the hospital journey. As clinical conditions and the context
of care change rapidly within a single hospital stay for surgery, collecting data at two different moments of the
patient journey enables researchers to capture areas of potential improvement in the patient journey that are linked
to the context, clinical conditions and emotions experienced by the patient.

Conclusion: By contributing to the literature on how patient-reported data could be collected and used in hospital
quality improvement, this study opens the debate about the use of real-time focused data. Further studies should
explore how to use patient-reported data effectively (including what the patient reports are working well) and how
to improve hospital processes by profiling patients’ needs and defining the appropriate methodologies to capture
the experiences of vulnerable patients. These topics may offer new frontiers of research to achieve a patient-
centred healthcare system.
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Background
Patient-reported data (satisfaction, preferences, out-
comes and experience) have been increasingly studied
with the aim of providing excellent patient-centred care
[1, 2]. In particular, the collection of patient experience
data is emerging as an increasingly key component in
assessing the quality of delivered health services [3, 4].
Some authors have emphasised that understanding the
patient experience represents an opportunity to design
healthcare service delivery [5, 6]. However, healthcare
professionals need to understand whether and how pa-
tient experience data can inform the design of service
delivery from a patient-centred perspective more pertin-
ently than other indicators [7–10].
Studies in the service management literature have

shown that it is possible to understand the experience
starting from the customer journey. The term ‘customer
journey’ refers to ‘the processual and experiential aspects
of service processes as seen from the customer view-
point’ [11]. Kankainen et al. [12] describe it as ‘the
process of experiencing service through different touch-
points from the customer’s point of view’. Customer ex-
perience is shaped before, during and after interactions
with the service provider. Moving from services to
healthcare, the experience of care is not only a matter of
interaction but a multifaceted and complex phenomenon
in which the health status, the context of care and pres-
ence of different health staff play an important role in
achieving clinical outcomes [9, 13].
In the hospital context, the requirements of respond-

ing rapidly to the acute needs of patients through the in-
tegration of multiple actors and services increases this
complexity. Timely movement of patients from one ser-
vice to another is a necessary condition both for man-
aging the volume of patients with different pathologies
and for obtaining better clinical outcomes. Conse-
quently, the patient experience of care and service deliv-
ery is the result of many successive touchpoints across
services to receive care from different units, the totality
of which constitutes the patient journey. Because on an
individual level any experience is subjective, dynamic
and context dependent [14], patient experience data col-
lected at different points of the journey should make it
possible to evaluate if there are discontinuities within
the hospital units (e.g., inpatient ward) and between the
different units (e.g., between hospital wards and operat-
ing rooms) crossed by the patient journey. Inter- and
cross-organisational gaps such as obstructed data flow,
unavailability of relevant information at points of inter-
vention and a lack of services synchronisation may occur
when a complete and consequential view of the whole
process is missing. However, few studies have analysed
how to improve the patient journey by starting from the
patient experience of the service provided [15]. In

particular, most of them focus only on a single step of
the hospital journey without identifying which are the
meaningful touchpoints for the patient [16–18]. Indeed,
if on the one hand, the patient’s stay is itself composed
of multiple steps within the hospital, the hospital journey
is part of a larger patient journey, which extends further
in time before and after hospitalisation. This is particu-
larly the case for patients who have to undergo surgery,
for which clinical examinations are required before ad-
mission and a follow-up is scheduled after discharge.
Furthermore, it is not yet clear what the best method

is for collecting patient experience data throughout the
patient journey [19]. A recent study analysed the hos-
pital stay experience through the use of unstructured
diaries completed in a patient’s own words. However, if,
on the one hand, the authors confirm that it is possible
to collect valuable data for the improvement of the ser-
vice directly from the patient, then, on the other hand,
the education level, age and clinical conditions could be
a limit in understanding the experience of fragile pa-
tients [20].
The goal of the current study is twofold: 1) explore

which data collected directly from the patient could be
useful in improving the patient journey and 2) to analyse
whether gathering timely patient experience data at dif-
ferent points of the patient journey within the hospital
can capture areas for improvement in the patient
journey.

Methods
Design and setting
A longitudinal survey was conducted in the orthopaedics
department of a 250-bed Italian university hospital be-
tween January and February 2019. The unit of analysis
was the journey of the orthopaedic patient from the first
outpatient visit to hospital discharge. Accordingly, all pa-
tients who underwent major or minor orthopaedic sur-
gery during the time period were considered for
inclusion. The type of surgery and stage of the patient
journey formed the analysis groups. The study was part
of a larger hospital project to redesign the orthopaedic
patient journey for hip or knee replacement surgery,
here starting with the patient experience [19, 21]. In par-
ticular, the data collected by the hospital management to
assess the quality of the service and that are presented in
this work were integrated with interviews and the sha-
dowing of patients, whose results are reported in other
papers. The entire project received ethical approval from
the organisation’s Ethics Committee (Protocol n.: 25/16
OSS ComEt CBM).
The orthopaedics unit has 34 beds for ordinary hospi-

talisation or day surgery and is divided into two multi-
specialty wards: one for ordinary admissions and one
mainly for day surgery recovery. Some of the healthcare
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staff working within the various services are specialised,
and a large part is composed of staff in training (resi-
dents and degree course students of medicine, nursing
and physiotherapy). A centralised team that includes
administrative staff and bed manager nurses handles
the admissions calls and reception procedures.

Reference terminology
To conduct the present research, the authors employed
the following terms with corresponding meanings:

– Patient-reported data: views and opinions of patients
on the care and on the service they have
experienced.

– Patient satisfaction: ‘the extent to which the patient’s
expectations were fulfilled’ [22].

– Patient experience: ‘the sum of all interactions,
shaped by an organisation’s culture, that influences
patient perceptions, across the continuum of care’
[23].

– Patient preference: ‘statements made by the patients
regarding the relative desirability of a range of health
experiences, treatment options and health states’
[24].

– Patient outcomes: ‘any report of the status of a
patient’s health condition that comes directly from
the patient, without interpretation of the patient’s
response by a clinician or anyone else’ [25].

Instruments
The current study was carried out with two different
paper-and-pencil questionnaires delivered to the same
patients at two different stages of the hospital patient
journey. The first questionnaire was developed on pur-
pose by the authors and completed by the patients at
the time of admission to the hospital and at the end of
hospitalisation. An English language version of the
questionnaire is available as a supplementary file to this
paper (see Additional file 1). The second questionnaire
was the patient satisfaction questionnaire adopted by
the hospital and completed by the patients at the end
of hospitalisation. In this way, patient-reported out-
comes (PRO), patient-reported experience (PRE),
patient-reported satisfaction (PRS) and patient-reported
preferences (PRP) were collected and analysed.
Figure 1 summarises the points of the patient journey

where the data were collected and the focus of each
questionnaire.
Consistent with the need to capture patient-reported

data during a relatively rapid surgical pathway, the re-
searchers chose to develop a questionnaire focused on
the key themes that emerged from the results of the
qualitative study previously conducted [19]. The

questionnaire was developed by the first three authors to
capture data on the following patient journey touch-
points: preadmission, admission to hospital, preparation
for surgery, the postsurgery period and discharge. The
purposes were the following: to create a questionnaire
that is easy to read and fill in by the patient and to be
administered at two key moments of the journey (at the
time of admission before surgery and at discharge); to
make the data more easily comparable between the dif-
ferent types of patient-reported data; to minimise the
risk of patients not completing the questionnaire be-
cause of the high number of questions [26]; and to avoid
less data being recorded in the case of elderly or low-
educated patients [20].
The questionnaire items were identified to cover all

the service quality dimensions indicated by Dagger
[27] and Gustavsson [28]: interpersonal quality, tech-
nical quality, environmental quality, administrative
quality, family quality and involvement quality. In
addition, the international literature was consulted by
the first and the second authors to develop a set of
items evaluating the patient perspective on the level
of importance of the different issues related to the
hospital journey.
After a discussion between the authors, the ques-

tionnaire resulted in 37 closed items and one open
question to be administered when the patient entered
the hospital ward (Part A) and 15 closed items and
one open question when the patient was discharged
(Part B). The answers to the closed questions were
possible within a 5- or 10-point Likert scale (depend-
ing on the items), on outcomes, preferences, experi-
ence and satisfaction.
Part A, which was administered upon arrival in the pa-

tient ward, included the following sections:

i) Pain assessment scale (0 = absent; 10 = the strongest
pain) and perceived health state (0 = not satisfied at
all; 5 = very satisfied);

ii) Patient preferences: evaluation of the self-perceived
impact of the different issues related to the hospital
journey on the patient’s life (e.g., instructions on
how to get to the hospital or in case of waiting; not
feeling pain; trusting professionals, etc.) – 13 items
(0 = not at all important; 5 = very important);

iii) Patient experience before admission to hospital
(e.g., visit, examinations in preparation for the
surgery, etc.) – 6 items (scale of five values
represented by emoticons = bad experience;
= great experience)

iv) Patient experience after admission to hospital and
before surgery (e.g., being involved in decisions
about his/her care, being able to have family
members nearby, etc.) – 14 items (scale of five

Gualandi et al. BMC Health Services Research          (2021) 21:347 Page 3 of 12



values represented by emoticons = bad
experience; = great experience);

v) Positive or negative emotions experienced at the
moment of completing the questionnaire by
choosing the main ones from the Plutchik’s wheel:
serenity, trust, anticipation, apprehension, fear and
anger.

vi) Overall experience up to the moment of filling in
the questionnaire – one item (scale of five values
represented by emoticons = bad experience;
= great experience)

vii) A final open question: ‘What can we do better?’

Part B, administered upon discharge from the hospital
ward, included the following sections:

i) Pain assessment scale (0 = absent; 10 = the strongest
pain) and perceived health state (0 = not satisfied at
all; 5 = very satisfied);

ii) Patient experience after surgery (e.g., usefulness of
the instructions received on the clinical path; being
involved in decisions about his/her care, being able
to have family members nearby, etc.) – 11 items
(scale of five values represented by emoticons =
bad experience; = great experience);

iii) Positive or negative emotions experienced at the
moment of completing the questionnaire by
choosing the main ones from the Plutchik’s wheel:
serenity, trust, anticipation, apprehension, fear and
anger.

iv) Overall experience up to the moment of filling in
the questionnaire (scale of five values represented
by emoticons = bad experience; = great
experience)

v) A final open question: ‘What can we do better?’

The analysis of the internal consistency of the ques-
tionnaire through an analysis of the closed-ended items

Fig. 1 Patient journey and data collection
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showed a high level of reliability (Cronbach’s alpha: pa-
tient perspective and preference 13 items > 0.7; patient
experience before surgery 20 items > 0.8; patient experi-
ence after surgery 11 items > 0.8).
The patient satisfaction questionnaire included demo-

graphic data (age, gender, education and region of ori-
gin) and assessed patient satisfaction. The 28 items
included a first question on overall satisfaction; the items
were divided into seven macro-areas: admission and or-
ganisation; medical assistance; nursing and other health-
care personnel; services and comfort; religious assistance
(if requested); posthospitalisation; and other information.
A final question was ‘Would you recommend the hos-
pital to others?’ with a 10-point Likert scale (from ‘Abso-
lutely not” to ‘Absolutely yes’).

Data collection
An exploratory sample was used, including all ortho-
paedic patients admitted for surgery during the study
period. The patients were recruited at the time of ad-
ministrative admission for hospitalisation from among
those who could understand and consent, speak Italian
fluently and write. The data collected were part of the
quality of service survey approved by the hospital man-
agement and included in the quality surveys in which
the patient agreed to participate by signing the consent
form at the time of hospital admission. In addition, a
trained research assistant asked them for oral consent to
participate by explaining the study’s purpose, discussing
how participation was voluntary and about the anonym-
ity of data collection.
The fourth author delivered the paper-and-pencil

questionnaire to the patient to be filled out on the spot
upon arrival in the hospital room (10-min duration) and
upon discharge (15-min duration, including the patient
satisfaction questionnaire). The same author collected
the questionnaire after the patient had filled it in, moni-
tored the completeness of the data and reported all the
data on an Excel worksheet for subsequent analysis.

Data analysis
A score was created for each quantitative item of the
questionnaire by coding the item response from ‘1’ if the
experience was considered completely negative to ‘5’ if it
was considered completely positive. A higher score indi-
cates a positive experience and satisfaction with the hos-
pital patient journey. Quantitative data were analysed
with descriptive statistics, including the mean and stand-
ard deviation and by analysis of a significant difference
between the following a priori established groups: type
of surgery (major surgery or minor surgery) and time of
the patient journey (at the entrance to the hospital and
at discharge). Statistical analyses were performed using
SPSS 21.0 (IBM Corp., Armonk, NY, USA). Qualitative

data were analysed by the first author by reporting and
classifying patient responses to the open question ‘What
can we do better?’ Specifically, the content of the re-
sponses was classified according to the service quality di-
mensions of Dagger [27] and Gustavsson [28].

Results
Sample characteristics
A total of 255 patients were included in the study; of
them, only one patient refused to participate because of
the limited time available to prepare for surgery upon
entering the hospital. Table 1 shows the main character-
istics of the participants. The participants had a mean
age of 62 years (SD: 14; range: 18–96), and 80% were
over the age of 50. The sample was equally distributed
between men and women. The most frequent major sur-
gical operations were knee replacement (53% of major
surgery) and hip replacement (29%). The most frequent
minor surgical procedures were knee arthroscopy (39%
of minor surgery) and shoulder arthroscopy (36%). Of
the patients admitted for major surgery, 49% had been
admitted to the same hospital in the past, while 70% of
the patients who had to undergo minor surgery were be-
ing admitted to the hospital for the first time.
The evaluation of the patient preferences on the differ-

ent issues related to the hospital journey that were col-
lected at the beginning of hospitalisation show that the

Table 1 Main characteristics of the patients included in the
study

Characteristics Major Surgery
% (n)

Minor Surgery
% (n)

Total
% (n)

Gender

Male 55.7 (88) 40.6 (39) 50.0 (127)

Female 44.3 (70) 59.3 (57) 50.0 (127)

Age

18–30 0.6 (1) 10.4 (10) 4.3 (11)

31–50 10.1 (16) 25.0 (24) 15.7 (40)

51–70 41.1 (75) 57.2 (55) 42.7 (120)

> 70 48.1 (66) 7.2 (7) 32.6 (83)

Highest qualification

Intermediate 32.2 (51) 10.4 (10) 24.0 (61)

High school 50.0 (79) 63.5 (61) 55.1 (140)

University degree 17.7 (28) 26.0 (25) 20.8 (53)

First admission

Yes 50.6 (80) 70.8 (68) 58.2 (148)

No 49.3 (78) 29.1 (28) 41.7 (106)

Local health district

Regional 82.9 (131) 81.2 (78) 82.2 (209)

Extra-regional 17.0 (27) 17.7 (17) 17.3 (44)

Unknown 0.0 (0) 1.0 (1) 0.3 (1)
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five aspects considered most important for a good hos-
pital journey experience are as follows: ‘Receive the best
treatment for the related health conditions’ (Mean: 4.8,
SD: 0.4); ‘Have clear instructions on how to prepare for
surgery (therapy, fasting, surgery aids)’ (Mean: 4.8, SD:
0.4); ‘Have clear instructions on how to check in at the
hospital’ (Mean: 4.7, SD: 0.5); ‘Have clear indications on
the treatment pathway I will also have to take’ (Mean:
4.7, SD: 0.5); and ‘Receive explanations from staff in case
of waiting’ (Mean: 4.7, SD: 0.5). The least important as-
pects among those listed are as follows: ‘Have explana-
tions and understand everything that happens to me’
(Mean: 4.0, SD: 0.7); ‘Be involved in all decisions con-
cerning my care’ (Mean: 3.9, SD: 0.8); ‘Feel comfortable
in the environments where I have to be’ (Mean: 3.9, SD:
0.9); ‘Wait as little time as possible for a visit or for as-
sistance’ (Mean: 3.9, SD: 0.9); and ‘Have a room where I
am not disturbed and with hotel services (TV, landline,
etc.)’ (Mean: 3.8, SD: 0.9). When asked if other aspects
were important, one participant added ‘Empathic rela-
tionship with all the staff’, while another added ‘Admis-
sion in a clean facility like this’. No significant
differences were found between the major and minor
surgery patients.

Evaluating the patient journey at two different points
All patients completed the quantitative items of the ex-
perience questionnaire, which was administered on ar-
rival and on discharge, and the satisfaction
questionnaire, which was administered on discharge. On
admission, 58% of patients answered the open question
‘What can we do better?’ and 68% answered the same
question administered on discharge.
Table 2 reports the answers to the overall questions

on patient-reported data, referring to the two moments
in which the patients were interviewed.
PRO changed between the time of entry and time of

discharge, with a different trend between major and
minor surgery patients. Upon arrival at the hospital,
orthopaedic patients who needed major surgery reported
significant pain, here rated on a scale of 0 (absent) to 10
(the strongest pain); this decreased after surgery (Mean:
5.5, SD: 2.7 vs. Mean: 3.8, SD: 2.6). Pain remained con-
stant and not particularly high in minor surgery patients
(Mean: 2.8, SD: 2.4 vs. Mean: 2.6, SD: 2.7). The self-
reported state of health assessed on a scale of values be-
tween 1 (not at all satisfied) to 5 (very satisfied) showed
a more evident improvement in patients with major sur-
gery between the time of arrival in the hospital and time
of discharge (Mean: 3.7, SD: 0.8 vs., Mean: 4.0, SD: 0.6).
Minor surgery patients reported a generally higher level
of health than major surgery patients (Mean: 4.0 SD: 0.7
vs. Mean: 4.3, SD: 0.6). In these items, the age group
does not seem to be significant.

Regarding the closed-answer items on the overall pa-
tient experience, an average of high scores, with a slight
difference between the time of entry into the ward and
time of discharge, was reported. On discharge, the hos-
pital experience was rated with lower average scores
than patient satisfaction. The patient satisfaction relating
to hospitalisation showed significant high scores: on a
score from 1 to 5, 97% of patients rated 4 (22.8%) or 5
(74.4%). Additionally, 95% of patients would recommend
the hospital to other patients.
Table 3 reports how patients’ emotional status chan-

ged along the hospital journey. Trust and apprehension
were the prevailing emotions at the time of arriving in
the ward (respectively 37.8 and 20.5% of patients). Ap-
prehension decreased noticeably among patients after
surgery (6.3%), and serenity increased (from 21.7% be-
fore surgery to 46.1% at the time of discharge). The
change is more evident in major surgery patients: 32.7%
of them experienced apprehension or fear before sur-
gery, decreasing to 13.1% at the time of discharge, with
an increase in patient serenity from 5.8 to 14.8%.

Detecting areas of improvement by following the patient
journey
When analysing the specific items in relation to the time
of the journey, the data on experience and satisfaction
showed differing information around some key topics.
Table 4 shows the experience and satisfaction items that
are the most related to the patient’s journey.
At the time of discharge, the patient satisfaction items

reported high scores for the quality and cleanliness of
the environment (Mean: 4.8, SD: 0.4). However, upon
entering the ward, the patients rated the comfort of the
room with one of the lowest experience scores (Mean:
4.3, SD: 1.0). The answers to the open questions show
the reason for this: the patients wished to have a TV in-
side the wards and to have larger wards to move more
easily with the orthopaedic aids they had to manage
(wheelchair, crutches, etc.). One patient suggested the
following solution: ‘Small hospital room for physiother-
apy: creation of a dedicated space’ (Code: ORTO 63).
In the ‘Satisfaction’ items, patients recognised a high

level of professionalism and competence in the health-
care staff (Mean: 4.8, SD: 0.6). However, in the ‘Experi-
ence’ questionnaire, the items concerning information
received before surgery showed some of the lowest
scores. The score on the information received to organ-
ise the hospitalisation and prepare for surgery was rated
at 4.5 (SD: 0.8). Understandable explanations given be-
fore surgery by the doctor of everything the patient
needed to know about surgery, length of stay and the
postsurgery period was rated 4.3 (SD: 0.9). The same re-
sult was recorded for understandable explanations given
by the anaesthesiologist on everything the patient
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needed to know about surgery and pain treatment. The
answers to open questions showed that 29 patients
would have liked more information concerning the dif-
ferent aspects of hospitalisation, including the necessary
aids for surgery and postsurgery path. Two patients
emphasised the need for more communication with fam-
ily members when the patient was in the operating the-
atre. One patient expressed how this issue can always be
improved: ‘In my opinion, improve the information
given to patients on the path they have to take inside the
hospital. I have been hospitalised five times and I always
see an improvement, thanks for everything’ (Code:
DS36).
The patient satisfaction questionnaire reported a high

score on the availability of doctors and nursing and care
staff (Mean: 4.7, SD: 0.7). For the experience items, the
patients rated these aspects at 4.4 and 4.6, respectively,
at the time of entering the ward. The average score de-
creased to 4.3 and 4.5, respectively, regarding the

postsurgery stay. More specific data emerged from the
open questions. The patients reported the need for more
of a presence of and contact with doctors (38 quotes)
and nurses (21 quotes), and this need was reported in
particular regarding the postsurgery stay: ‘More time
spent by staff in the postoperative period’ (Code:
ORTO2). Twenty-one patients reported a lack of inter-
action with healthcare staff as a staff shortage problem:
‘Nurses are very professional and well trained, but there
should be more of them’ (Code: DS37); ‘too few nurses
during the shift to answer the call bells quickly’ (Code:
ORTO151). Other patients added that the presence of so
many students decreased their confidence in being prop-
erly cared for. For example, one patient said, ‘Stay longer
with the patient without rushing, too many students un-
able to solve certain problems and too few nurses and
doctors’ (Code: ORTO 116).
The question ‘Were you involved in decisions about

your care?’ obtained the lowest score. Specifically, the

Table 3 Patients’ emotional status

Question At the time of arrival
% (n)

At the time of discharge
% (n)

What do you feel now? Major Surgery Minor Surgery Total Major Surgery Minor Surgery Total

Serenity 22.8 (36) 19.8 (19) 21.7 (55) 45.6 (72) 46.9 (45) 46.1 (117)

Trust 32.3 (51) 46.9 (45) 37.8 (96) 25.3 (40) 39.6 (38) 30.7 (78)

Anticipation 13.3 (21) 21.9 (21) 16.5 (42) 17.1 (27) 8.3 (8) 13.8 (35)

Apprehension 28.5 (45) 7.3 (7) 20.5 (52) 7.0 (11) 5.2 (5) 6.3 (16)

Fear 3.2 (5) 4.2 (4) 3.5 (9) 1.3 (2) 0.0 (0) 0.8 (2)

Anger 0.0 (0) 0.0 (0) 0.0 (0) 3.8 (6) 0.0 (0) 2.4 (6)

Table 2 Patient-reported data: answers to the overall questions

Patient-reported data At the time of arrival
Mean (SD)

At the time of discharge
Mean (SD)

Question (scale) Major
Surgery
(n = 158)

Minor
Surgery
(n = 96)

Total
(n =
254)

Major
Surgery
(n = 158)

Minor
Surgery
(n = 96)

Total
(n =
254)

Experience

How would you assess your overall experience so far? (1 = negative – 5 =
positive)

4.4 (0.6) 4.3 (0.6) 4.3 (0.6) 4.3 (0.8) 4.5 (0.6) 4.4
(0.7)

Outcome

Are you satisfied with your health? (1 = not at all – 5 = a great deal) 3.7 (0.8) 4.0 (0.7) 3.8 (0.8) 4.0 (0.6) 4.2 (0.6) 4.1
(0.6)

Mark with an ‘x’ the level of pain you are experiencing now (0 = absent –
10 = the greatest pain)

5.5 (2.7) 2.8 (2.4) 4.5 (2.9) 3.8 (2.6) 2.6 (2.7) 3.4
(2.7)

Satisfaction

Overall, how satisfied are you with your stay at this hospital? (1 = not at all
– 5 = a great deal)

4.7 (0.6) 4.7 (0.5) 4.7
(0.5)

Preferences

Would you recommend this hospital to others? (0 = definitely not – 10 =
definitely)

9.4 (1.0) 9.5 (0.8) 9.5
(1.0)
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average rating was 4.0 upon arrival in the ward and in-
creased to 4.3 upon discharge. However, only one par-
ticipant suggested greater patient involvement.
The satisfaction score on waiting times and admissions

procedures was among the lowest (Mean: 4.5, SD: 0.8).
The reasons for these scores were expanded by the an-
swers to the open questions captured immediately after
entering the ward: 53 patients reported that the waiting
times between arrival at the hospital, admission

procedures and room assignment were too long. One
patient pointed out that hospital discharges and new en-
tries needed to be better coordinated; another suggested
that the patient should not come too early in the morn-
ing if admission was scheduled during the day; some pa-
tients asked for a reduction in the time between entering
the hospital and actually entering the operating theatre.
Some hidden but not openly stated needs for adapta-

tion by the patient to hospital rules are evident in this

Table 4 Experience and satisfaction items related to the patient’s journey

Stage of the patient
journey

Items Service quality
dimension

Mean SD

Outpatient visit and
Examination Outpatient Clinic

Satisfaction (1 = not at all – 5 = a great deal)

Waiting time between prehospitalisation and hospitalisation Administrative 4.6 0.7

Waiting times and handling of incoming documents Administrative 4.5 0.8

Courtesy and helpfulness of the administrative acceptance staff Interpersonal 4.8 0.5

Clarity of signage inside the university hospital Environment 4.8 0.5

Experience (1 = negative – 5 = positive)

How easy was it to reach the hospital to make the specialist visit with the surgeon? Administrative 4.7 0.7

How easy was it to reach the hospital to perform the exams in preparation for surgery
(pre-hosp.)?

Administrative 4.6 0.8

How useful was the information you received to organise hospitalisation? Administrative 4.5 0.8

How easy was it to reach the ward? Administrative 4.6 0.6

Hospitalisation surgery Satisfaction (1 = not at all – 5 = a great deal)

Quality and cleanliness of the environments Environment 4.8 0.4

Availability of your doctor to you and your family Interpersonal 4.7 0.7

Professionalism and attention given by your doctor during hospitalisation Technical 4.8 0.6

Presence and availability of nurses and healthcare personnel Interpersonal 4.7 0.7

Professionalism and competence shown by nurses during care procedures Technical 4.8 0.6

Clarity and timeliness in providing information on care and on the state of health Technical 4.7 0.6

Experience from arrival in the ward room to surgery (1 = negative – 5 = positive)

How do you feel inside the room you were assigned to? Environment 4.3 1.0

Were you able to be with your family when you wanted? Family 4.4 0.9

How useful was the information you received to prepare for surgery? Technical 4.5 0.8

Did the doctor explain to you in an understandable way everything you needed to
know about surgery, length of stay and the postsurgery period?

Technical 4.3 0.9

Did the anaesthesiologist explain to you in an understandable way everything you
needed to know about surgery and pain treatment?

Technical 4.3 0.9

Did the doctors give you the time you need? Interpersonal 4.4 1.0

Did the nurses give you the time you need? Interpersonal 4.6 0.7

Have you been involved in decisions about your care? Involvement 4.0 1.1

Postsurgical care and
discharge

Experience from surgery to discharge (1 = negative – 5 = positive)

Were you able to be with your family when you wanted? Family 4.7 0.6

Were the indications on the clinical path after the surgery useful? Technical 4.4 0.8

Did the doctors give you the time you need? Interpersonal 4.3 1.1

Did the nurses give you the time you need? Interpersonal 4.5 0.9

Have you been involved in decisions about your care? Involvement 4.3 0.9
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quote: ‘I found everything well, no complaints, I under-
stood that having a relative’s personal assistance is im-
possible but I would have liked it’ (Code: ORTO26). In
the presurgery period, the patients reported the desire
for family members to be nearby when they wanted
(Mean: 4.4, SD: 0.9). The score increased in the postop-
erative period (Mean: 4.7, SD: 0.6), and only nine pa-
tients stated they wanted more time with their families,
with more flexible visiting hours and with their presence
before surgery.
Although unsolicited, feedback on what works, in

addition to what needs to be improved, was given. For
example, one patient reported, ‘I did not expect to find
such a comfortable environment with such professional-
ism from all the staff. Nothing is perfect, therefore
everything is perfectible, but here, in this hospital, we
are at a good point’ (Code: ORTO16). Another said,
‘Nothing to improve, on the contrary I would like to
point out the particular care, attention and professional-
ism of the student F.A.’ (Code: ORTO33).
Table 5 reports the improvements suggested by the

patients collected at the two different points of their
journey.

Discussion
Numerous studies have explored how different types of
data collected directly from patients can improve the
quality of care, while few studies have analysed whether
the data reported by patients on a cross-hospital process
can be useful to improve the process itself [29, 30]. The
current study was designed to explore whether patient-
reported data, specifically experience data, can identify
areas of improvement within the hospital and between
the different units crossed by the patient journey.

By timely and simultaneously gathering preferences,
satisfaction, outcomes and experience data, it is possible
to have a complete picture of the hospital patient jour-
ney. In particular, the satisfaction and preference data
measure the levels of importance given to different as-
pects by the patient—what is important for the patient
experience—and outcomes data show the patient’s cir-
cumstances and present conditions—why it is important
for the patient. Satisfaction data may not reveal
pathology-related needs, while patient experience data
can detect important areas of improvement along the
hospital journey. In the current study, for instance, the
score of preference for room comfort was one of the
lowest items (Mean: 3.8). However, by answering to the
open question on what can be improved, when the pa-
tient entered the room, he judged it not very comfort-
able (Mean: 4.3) because of the lack of space for
movement with orthopaedic aids. The satisfaction item
cannot capture this information (average score of 4.8 on
the quality and cleanliness of the environments).
These same results also show how at the beginning of

the journey, patients might consider an issue as not crit-
ical, but while living the hospital experience, it becomes
important. As another example, although on admission,
patients declared that waiting as little time as possible
for a visit or for assistance was one of the least import-
ant aspects (Mean: 3.9), the satisfaction score on waiting
times and admissions procedures was among the lowest
(Mean: 4.5). Timely experience data show how as soon
as the patient enters the room, he or she clearly remem-
bers having waited too long from the moment of admis-
sion and suggests a better organisation of the
hospitalisation.
Numerous factors can influence the patient experi-

ence. In the presurgery stage, trust and apprehension are

Table 5 Patient-reported improvements

What can we do better? Service quality
dimensions

At time of
arrival
% (n)

At time of
discharge
% (n)

Total
% (n)

Room comfort (TV, spaciousness, temperature, etc.) Environment 28.3 (72) 19.3 (49) 47.6
(121)

Management of prehospitalisation Administrative 5.1 (13) – 5.1 (13)

Waiting times from the moment of arrival at the hospital to the moment of
entering the operating theatre

Administrative 14.6 (37) 6.3 (16) 20.9
(53)

Availability of nursing staff Interpersonal 3.5 (9) 11.4 (29) 15.0
(38)

Availability of medical staff Interpersonal 2.0 (5) 8.3 (21) 10.2
(26)

Information on the clinical path Technical 4.7 (12) 6.7 (17) 11.4
(29)

More frequent physiotherapy Technical – 11.0 (28) 11.0
(28)

Better pain control Technical – 7.9 (20) 7.9 (20)
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the prevailing emotions (37.8 and 20.5% of patients, re-
spectively), and the patient seems to lack knowledge of
what to do. The experience data show that the scores re-
lated to information received to organise the hospitalisa-
tion and prepare for surgery and explanations given
before surgery are very low. Improving information con-
cerning the different aspects of hospitalisation, including
the necessary aids for surgery and the postsurgery path,
emerged as a fundamental need.
Even if related to a very specific case, the results of the

current study show that patients do not have the tech-
nical competence to predict their needs before and after
surgery; thus, nursing competence is needed to effect-
ively anticipate patient needs and attend to the organisa-
tion of patient journeys to improve experiences of care.
These data support the claim of a recent NHS report in
which nurses are shown to play an essential role in the
way in which data are collected, interpreted and used to
improve care [10].
Because clinical conditions and the context of care

change rapidly within a single hospital stay for surgery,
capturing data at key moments in the journey, rather
than at the end, can better represent the patient’s experi-
ence [31]. In particular, analysing the answers to the
open question ‘What can we do better?’ allows for un-
derstanding what happened to the patient that may have
influenced his or her experience (e.g., apprehension and
pain before surgery, pathology and age-related needs,
fast-track recovery, waiting without entertainment, etc.).
Moreover, one patient may reveal the important needs
made impossible by circumstances (e.g., need of having a
family member being close to the patient before surgery
made impossible by hospital organisation). For example,
when redesigning fast-track recovery from major ortho-
paedic surgery, significant touchpoints for the patient
should be treated with respect to his or her need for
interaction with professionals, his or her emotional state
and social conditions and by considering the changing
circumstances he or she will face along the journey [19,
32, 33]. In particular, the emotional state should be bet-
ter explored to understand how this variable affects pa-
tient experience along the journey and to improve ways
of interacting with the patient: by giving more informa-
tion, by offering support or simply by accompanying
him or her in critical moments of the presurgery period.
In the present study, to encourage patient participa-

tion, the authors decided to ask a few questions at two
critical moments of the journey: at the arrival before sur-
gery and at discharge. Moreover, despite the older popu-
lation involved, the simplicity of the questionnaire,
which even used emoticons, made it possible to capture
the experience of those patients who were able to read
and write. In this way, a high rate of responses was
achieved. Nevertheless, further studies should investigate

how to collect real-time feedback from those who are
unable to describe their own experience [34]. Moreover,
because data were collected in paper format, the process
of returning data to the management team and front-
line professionals to stimulate quality improvement slo-
wed down because of the necessary data analysis times.
The challenges in handling real-time big data collection
and storage in health information systems will bring new
advancements in the continuous improvement process
by immediately returning the patient-reported data at all
organisational levels. These data should help redesign
hospital care processes at the top and middle manage-
ment levels in an integrated and patient-centred way. At
the front-line level, healthcare professionals can immedi-
ately make corrections with micro-interventions, fixing
the way of giving attention to the patient by focusing on
his or her experiences.
In present study, patient-reported data on satisfaction

and experience were significantly positive in almost all
the items investigated, with an average score between 4
and 5 on a scale of 1 to 5. This result is in line with the
literature showing that little variation occurs in the an-
swers to questions about the quality of care with high
patient satisfaction scores [35, 36]. Further studies
should investigate if the asymmetrical relationship be-
tween the health care professional and patient [37], the
vulnerable situation of a patient [34] and the primary
need to solve a clinical problem and fear of surgery that
are deemed more important than anything else could re-
sult in high and undistributed response rates.
When asking the patient ‘What can we do better?’

the question assumes that the patient only identifies
what does not work. However, patients are also able
to report what worked well. Managers and health care
teams should study which factors, from the patient’s
point of view, determine a good experience and must
be supported. Further studies should analyse whether
positive patient-reported data may explain what fac-
tors produce a good patient journey experience and
how they may reinforce the quality improvement so-
lutions adopted and, hence, influence health profes-
sionals’ behaviour [38].
The results of the current study emphasise that perso-

nalised medicine should no longer only refer to the tar-
geted therapy. This requires management teams to be
able to customise the patient journey and identify differ-
ent patient profiles, which should not be reduced to the
clinical pathway.
The limitations of the current study are manifold; in

large part, they are connected to the nature of the ori-
ginal project, which aimed to produce local actionable
improvements in the setting. First, the results cannot be
generalised: the study was conducted in a single hospital
and only on how the orthopaedic surgical path; this
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influences the significance and transferability of the re-
sults. However, the study aimed to provide useful in-
sights to hospital management to promote a review of
the processes in a real patient-centred way. In particular,
the results offer a stimulus for the debate on the use of
patient experience data for the design of service delivery.
Second, the orthopaedic surgical path is very different,
for example, from the oncological one. Specifically, the
orthopaedic surgical journey is generally shorter, has a
beginning and an end and does not extend over time
with a worsening of the initial clinical conditions. This
aspect could influence the results and methodology
should be tested on different clinical pathways, in par-
ticular by considering chronic pathologies. Finally, the
authors preferred to use a questionnaire with relatively
few questions instead of using the validated ones already
present in the literature. The choice was made to favour
real-time data collection and the patient’s response rate
to the questions. These objectives have been achieved,
and future studies will have to validate the single items
for patients with different pathologies. However, by con-
sidering the very different and complex contexts in
which each hospital operates, the literature will increas-
ingly have to consider single longitudinal studies by
starting from the analysis of the patient journey that
takes place in each hospital.
Several issues would benefit from further exploration,

including the impact of the patient-healthcare staff rela-
tionship in the hospital journey experience; the oppor-
tunity of bringing patients’ and professionals’
experiences together for joint knowledge of improve-
ment solutions; and the study of new methodology to
capture the real-time experiences of vulnerable patients.

Conclusion
Providing customers with quality experiences is a key
competitive advantage in a range of service sectors, in-
cluding the healthcare service. Measuring patient experi-
ences is a practice increasingly used, and researchers
and managers are seeking to understand how to use
these measures to improve service delivery [39–41].
The current study provides insights for healthcare

practitioners caring for patients in hospitals and those
responsible for planning and designing the hospital pa-
tient journey. By contributing to the literature on how
patient-reported data could be collected and used in
hospital quality improvement, it also opens the debate
about the use of real-time focused data when capturing
experiences from vulnerable patients. Furthermore, the
present study asks for a more positive perspective on pa-
tients’ data that can be used not only to detect what does
not work, but also what is working well.
In different clinical settings, further studies should ex-

plore how to effectively use patient-reported data to

improve hospital processes, profile patients’ needs and
identify appropriate methodologies to capture the expe-
riences of vulnerable patients. These topics may offer
new frontiers of research to achieve a patient-centred
healthcare system.
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