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Abstract
Purpose Higher patient satisfaction is associated with improved health outcomes, treatment adherence, and quality of life. The
goal of this study was to explore oncology patients’ perceptions on their hospital experience, focusing on the quality of care in
medical oncology.
Methods A qualitative and quantitative study design was implemented with a sample of 58 patients at Smilow Yale New Haven
Hospital. Data were collected from patient interviews and observation of rounds.
Results Two themes emerged: hospital experience and physician communication skills. Within hospital experience, subthemes
identified include: attended to (49%), facility/staff (35%), nurses (33%), long wait time (29%), doctors (20%), coordination of
care (18%), unnecessary medical procedures (10%), medications (6%), night awakenings (4%), pain (4%), not getting better
(4%), and decreased mobility (2%). Within physician communication skills, subthemes identified include: involving the patient
and/or family in the care process (41%), method of information sharing (18%), lack of coordination of care (15%), use of medical
jargon (10%), attending to patient’s needs (8%), and lack of patient’s perspective (8%). Patients reported that effective engage-
ment of patients in the care process and attending to patient-specific needs were desired qualities in their hospital experience as
well as patient-centered communication with their physician. The quantitative data supported qualitative results with 72% of
patients giving the highest score in overall satisfaction with their patient experience.
Conclusion Physician attentiveness or lack thereof is a defining aspect of the quality of patient experience and physician
communication. The results are intended to inform clinical and operational interventions that care providers might incorporate
into practice.
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Introduction

Patient experience and satisfaction are inextricably linked to
the perceived relationship a patient has with their physician [3,
15, 17, 19, 23, 24, 27, 40]. Patient satisfaction has been asso-
ciated with patients reporting good communication with their
physician [24]. The quality of the physician-patient

relationship is of great importance in medical oncology, in
which breaking bad news, discussing priorities, and conver-
sations about prognosis and death are frequent topics [2, 39].

Studies of oncology patients have found patients experience
significant levels of psychological distress [18, 28] which has
been linked to decreased survival, suboptimal quality of life,
and increased healthcare utilization [32]. Oncology patients have
cited their relationship with their physician as highly impactful in
their psychological adjustment to cancer [16, 18] and care expe-
rience [13], and a source of support in assisting with distressing
events [30]. In particular, oncology patients are looking for com-
munication with their physician that allows them to feel guided,
build trust, and sustain hope [1]. In fact, research has shown that
patients with higher levels of hopelessness, distress, and mal-
adaptive coping reported feeling that their physicians were dis-
engaged and less supportive [29]. The patient-physician relation-
ship also affected perception of pain intensity [12], understanding
of information, satisfaction with medical care, degree of hopeful-
ness, and ensuing psychological adjustment [2]. Unfortunately,
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research has found that oncologists are frequently unaware of
patients’ personal preferences, life priorities, and quality of life
[28]. Furthermore, oncologists are often unaware of the full range
of patient concerns [1] and are unable tomeet patient information
and emotional needs [18]. These unmet patient needs can make
the creation of a positive patient-physician relationship more
difficult.

An inpatient admission to the oncology unit is often a
stressful time for patients [14]. Most admissions are for un-
controlled symptoms and may signal progression of disease or
declining performance status [38] such that further anti-cancer
treatments could be limited. Furthermore, patients are not like-
ly to be cared for by their primary outpatient oncologist during
a hospital admission. Inpatient attendings may not have met
the patient before the admission and, though they may be
oncologists who are adept at managing the medical issues
requiring admission, the relationship may be established for
the first time during the admission.

The goal of this study was to explore oncology patients’ per-
ceptions of their inpatient hospital experience, focusing on qual-
ity of care. Using a qualitative and quantitative approach, oncol-
ogy patients were interviewed to assess experience with physi-
cian communication, best practices, and recommendations for
improvement. Additionally, physician daily rounds were ob-
served and specific communication styles were studied.

Methods

A qualitative and quantitative study design was implemented
to explore patients’ perceptions of their hospital experience,
focusing on quality of care.

Sample

Patients admitted to the inpatient medical oncology and he-
matology units of Smilow Cancer Center at Yale New Haven
Hospital were considered for eligibility. Eligibility criteria in-
cluded adult oncology patients admitted during December
2016–July 2017. Of the 191 patients eligible, 90 declined
and 43 were excluded, resulting in a final sample of 58 pa-
tients. Exclusion criteria included the following: non-English
speaking, medically incapacitated, or unavailable > 2 occa-
sions. Yale University IRB granted an exemption for this pro-
ject as it met criteria for Quality Initiative Research. Consent
to be interviewed was obtained from each patient.

Data collection

Interviews

The interview guide was modified with permission from
Banka and colleagues to meet the needs of our research

quest ion and to ref lect the oncology set t ing [3]
(Supplemental A). Fourteen questions were added, five ques-
tions were modified, and five questions removed. During in-
terviews, patients were asked to assign a grade for the quality
of a physician’s communication skills according to their per-
ceptions, A being always/perfectly, B as mostly, C as some-
times/occasionally, and D as never. Letter grade definitions
were described to each patient during the interview.
Validation of the adapted guide was not performed.
Interviews were conducted in person using the adapted inter-
view guide. The interview guide consisted of a 26-question
script that included open-ended questions and 4-point Likert
scale questions that assessed providers’ performance in a va-
riety of patient communication domains. The interviewer was
trained in performing qualitative interviews by one of the au-
thors with extensive qualitative research experience (JPH). All
interviews were recorded. Interviews averaged from 5.5 to
29.5 min with all questions addressed.

Observations

One hundred five physician-to-patient interactions were ob-
served by one of the authors (AOA) during morning rounds
over a three-month period. Behaviors observed included the
frequency with which the physician introduced him or herself
and clarified roles of the team and how often the physician sat
at the eye level of the patient. Observations of patient-
physician interaction were done before patient interviews
and were collected using an abbreviated form of the REDE
checklist [42]. Data obtained were used to compare to pa-
tients’ assessment of physician actions in the interview guide.
Of the final 58 patients, 83% were observed directly by the
author during morning rounds.

Analysis

Coding

Interviews were conducted by one of the authors (AOA) and
analyzed by two coders (AOA and AK). Each transcript was
reviewed using the constant comparative method. Each tran-
script was independently coded; then, consensus coding was
performed in which two authors examined each transcript,
identified themes, and reviewed discrepancies until agreement
was reached. After several rounds of consensus coding, a pre-
liminary coding structure was created and used for remaining
coding. The final coding scheme was applied to all transcripts
and reviewed by the second author. A third reviewer (JPH)
with extensive qualitative research experience independently
reviewed and coded transcripts to confirm accuracy of the
final coding scheme. Content thematic analysis was used to
identify themes and observe for systemic deficiencies.
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Data organization

Quantitative data were created from the qualitative data.
Frequency counts on polar questions (yes or no) and 4-point
Likert scale questions were calculated. Frequency counts of
the subthemes that emerged from the data served to triangulate
with qualitative data.

Results

The majority of patients (53%) were over 60 years old and
52% were male; lung and gastrointestinal cancer were the
most common diagnoses. Table 1 depicts patient demographic
information.

Thematic saturation, defined as the point in data cod-
ing when no new codes emerged [37], was reached after
two-thirds of the interviews were completed but a deci-
sion was made to code the complete sample. Two major
themes emerged from the qualitative data consensus
analysis: hospital experience (Table 2) and physician
communication skills (Table 3). Each major theme had
multiple subthemes. All patients made comments in at
least one major theme. Representative quotes for each
subtheme are depicted in Tables 2 and 3. Within each
table, each row depicts a subtheme, the frequency, per-
cent, and representative quotes of the subtheme by
column.

Major theme 1: Hospital experience

Experience was defined as all components of the patient’s
hospital stay separate from the patient’s interaction with phy-
sicians. Twelve subthemes emerged as defining the hospital
experience: (1) attended to, (2) facility/staff, (3) nurses, (4)
long wait time, (5) doctors, (6) coordination of care, (7) un-
necessary medical procedures, (8) medications, (9) night
awakenings, (10) pain, (11) not getting better, and (12) de-
creased mobility. All quotes for each subtheme are depicted
in Table 2. Of the 58 patients interviewed, 49 elaborated with
specific statements.

Within attended to, patients described varying amounts and
quality of attentiveness received, with 35% of patients de-
scribing high-level attentiveness from physicians while 14%
described less than desired level of attentiveness from
physicians.

Facility and staff were emphasized as contributing factors
to hospital experience by 35% of patients. Twenty-nine per-
cent of patients provided high ratings of quality of Yale’s
facility and staff while 6% of patients described that they were
dissatisfied with their care from Yale and its staff.

Nurses were frequently mentioned as specific influencers
of patients’ hospital experience with 33% of patients describ-
ing them as consistent sources of comfort and care.

Long wait time for medications or staff assistance was de-
scribed as a dissatisfactory component of the hospital experi-
ence by 29% of patients.

Doctors were described by 20% of patients as a source of
“wonderful” care. Sixty-seven percent of comments about
doctors were linked with nurses. In contrast, 52% of com-
ments about nurses were made independent of doctors.

Coordination of care was frequently reported by patients to
be a relevant component to their hospital experience. Twelve
percent described confusing coordination of care while 6% re-
ported pleasure at the quality of coordination of care provided.

Table 1 Patient demographics

Domain # of patients (%)

All 58 (100)
Gender 58 (100)
Male 30 (52)
Female 28 (48)

Age 58 (100)
0–20 0 (0)
21–40 2 (3)
41–60 12 (21)
61–80 28 (48)
81+ 3 (5)
Unknown 13 (22)

Primary cancer diagnosis 58 (100)
Breast 4 (7)
AML/CLL 2 (3)
GI 14 (24)
GU 9 (16)
Head & neck 3 (5)
Lung 14 (24)
Lymphoma 5 (9)
Melanoma 3 (5)
Neuroblastoma 1 (2)
Unknown 3 (5)

Race 58 (100)
Caucasian 52 (90)
Black 4 (7)
Asian 1 (2)
Did not respond 1 (2)

Ethnicity 58 (100)
Non-Hispanic 53 (9)
Hispanic, Latino 1 (2)
Hispanic, other, South American 1 (2)
Did not respond 3 (5)

Language mainly spoken at home 58 (100)
English 51 (88)
Spanish 1 (2)
Other 5 (9)
Did not respond 1 (2)

Highest education level 58 (100)
8th grade or less 0 (0)
Some high school but did not graduate 1 (2)
High school graduate or GED 19 (33)
Some college or 2-year degree 11 (19)
4-year college graduate 11 (19)
More than 4-year college 12 (20)
No response 4 (7)
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Table 2 Hospital experience

Subthemes # of
patients (%)

Representative patient quotes

Attended to 17 (35) “Everyone is very attentive, very concerned. Everyone has bent over backwards to make sure I’m
comfortable. I have no complaints. I tell everyone I am so glad I am here.”

7 (14) “sometimes I feel like the doctors do not talk or aren’t as attentive as they should be and a lot of it comes
from the nurses”

“probably C [grade for how well doctors ask about needs], the nurses and PCAs probably ask more about
needs”

“I do not think they [doctors] were treating me right. They were more concerned with the situation but not in
a sincerely caring way…nothing is personal or affectionate or really caring really”

“I mean the doctors are great [but] you never see them. The nurses and PCAs do all the work…I even had
some nurses who when I am having a bad day, are a shoulder to cry on. The doctors are like okay here
nurse.”

Facility/staff (e.g., Yale,
Smilow, room)

14 (29) “I think if you get a headache you should go to Yale. I do not care what the problem is, do not go to any other
hospital anywhere on the planet. Go right to Yale. Do not pass go, do not collect $200. My opinion is you
cannot get better treatment anywhere in the world.”

“they [staff] are over the top friendly. Over the top kind. They are just wonderful. Making the time here very
pleasant.”

3 (6) “…I had one bad day where the volunteer had an attitude and she did not want to walk me to the car”

Nurses 16 (33) “…the nursing staff there is top notch. They are caring, they are professional. I cannot say enough about
them to tell you the truth.”

“…the nurses, they have been great. Anytime I needed anything there was no hesitation, no nothing. They
have been on top of it.”

Long wait time 14 (29) “we asked about a prescription for medical marijuana and it has taken a long time to get information on it”
“I had an accident with diarrhea. The cleaning crew did not come until the next day and I had to use to the

restroom, so I had to wipe down the area myself”

Doctors 10 (20) “the doctors are wonderful”
“[could not] appreciate more that they [doctors] are on a comfortable level so that you can feel comfortable

enough to talk and they act concerned and caring and they do not just run in and run through the door…”

Coordination of care 3 (6) “they check in withmy primary oncologist. I like that they are coordinatingmy emergency care here with the
rest of my care”

6 (12) “discharge did not feel that the planner did enough to help me and my family.”
“he [the doctor] came last minute to do it [a biopsy]. That frightened me that scared me…I would tell he

should prepare better.”
“Having different doctors say we can do something for you and having their work reversed. Lack of

departmental communication and the mindset, unable to think out of their own box.”
“not knowing who is in charge”

Unnecessary medical
procedures

5 (10) “we [patient and spouse] had a problem about putting a catheter and he was injured…he was not happy…he
was so upset”

“that there are too many unnecessary… [test and treatments] every 4 h at night when you are really not acute
is too many”

“a lot of techniques and procedures were interfering with each other…for the patient that is a problem.”

Medications 3 (6) “her [the patient] pills got you the patient] sick every time you [the patient] had them.”

Night awakenings 2 (4) “well they have to come in the middle of the night and check vitals”

Pain 2 (4) “the pain it takes everything out of you”

Not getting better 2 (4) “Not getting better. I am blotted. I am just…”
“having to make too many decisions and not feeling well enough to do so”

Decreased mobility 1 (2) “frustration in not walking around”
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Thirty percent of patients described unnecessary medical
procedures, medications, night awakenings, pain, not getting
better, or decreased mobility to be sources of frustration and
interruption within their hospital experience. See Table 2 for
percent frequency of subthemes.

In general, patients commented that nurses, staff, and phy-
sicians made them feel cared for. Importantly, they

emphasized the desire for being attended to and having orga-
nized, high-quality care in their hospital experience. Patients
described the following subthemes exclusively in a negative
context: long wait time, medical procedures, night awaken-
ings, pain, not getting better, and decreased mobility, essen-
tially noting discomfort with the administrative and psycho-
social aspects of being an inpatient.

Table 3 Physician communication skills

Subthemes # of
patients (%)

Representative patient quotes

Involving the patient and/or family
in the care process

11 (28) “appreciate the way they [physicians] involve[d] me at each step of the care so I knowwhat is going
on”

“she [the doctor] sits and asked personal questions, my reactions and feelings about the situation. I
always felt like a person and not just another patient.”

5 (13) “I believe you should talk to the patient…because I believe you should be asking her questions,
telling her things because she is the one that will undergo those treatments”

“the doctor just said it [the plan] and that was what she was going to do. She spoke with my
daughters and not hardly with me.”

One spouse who was dissatisfied with her spouse’s, the patient’s, negative ratings of physicians on
the quantitative component of the interview stated that, “most of the conversation is directed to me
his wife. I would answer these questions [interview guide questions] differently.”

“it would have been helpful if they had communicated with the spouse”
the doctor talked to me like I was trying to push what I wanted when she [the patient] was just out of

it because the medication”
“the doctors explain the plan “whether she [the patient] agrees with it or not.”

Method of information sharing 7 (18) “a lot of it [medical information] is TMI and my ability to absorb…but my own personal situation
means I need a bit more understanding because I live alone.”

“I am so overwhelmed with information that any more time with my doctor would be stressful.”
“needed more repetition, more explanation and more time to digest it.”
“they [doctors] could be a bit more informative. Maybe I do not know as much about it as someone

else would.”

Lack of coordination of care 6 (15) “lack of departmental communication and the mindset, unable to think out of their own box”
“not knowing who is in charge”
“Well the constant shifting around of you see one doctor and then he is done. I find that very hard

because you feel that in a short period you will really get to know a doctor and then he will
disappear and they are not very good at telling…they disappear and you never see them again.
You feel confused”

Use of medical jargon 4 (10) “sometimes they [doctors] get caught up in there you know what”
“ask them a few questions [about what the words meant]” but that “if they [physicians] used big

words they explained what it was.”
it sucks not being a doctor because you do not understand everything,” after describing an

experience with a medical student who “… was talking. She [the medical student] wasn’t doing
that in lay terms.”

Attending to patient’s needs 3 (8) “my doctor is like mymom and I just felt that way when I came here. Just her demeanor, the way she
talks to me, the way she explains things. I was a scared woman when I came in here and she just
put me at ease.”

Lack of patient’s perspective 3 (8) “it [making a meaningful connection] requires some perspective of the patient. They [doctors] have
to try and understand what they [the patients] are dealing with.”

[the way a physician exited the room] “one of them said if you are done with me I can step out…it
caught me off guard…when he came out with it, it wasn’t great.”

“mindset of certain doctors who feel that this is it and they hear the word cancer and do not want to
listen to what she [the patient] says and how she feels”
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Major theme 2: Physician communication skills

Physician communication skills were defined as verbal and
non-verbal components of exchange between patient and phy-
sician. Six subthemes emerged: (1) involving the patient and/
or family in the care process, (2) method of information shar-
ing, (3) lack of coordination of care, (4) use of medical jargon,
(5) attending to patient needs, and (6) lack of patient’s per-
spective. All quotes for each subtheme are depicted in Table 3.
Of the 58 patients interviewed, 40 elaborated with specific
statements.

Within involving patient and/or family in the care process,
28% of patients reported feeling adequately involved in their
care while 13% of patients noted frustration with either their
lack of involvement and over-involvement of family or their
family’s lack of involvement.

Within method of information sharing, 18% of patients
reported feeling overwhelmed with the amount of material
shared and preferred information that was provided in succinct
briefings. Others noted the need for more information and
repetition of information.

Lack of coordination of care was reported by 15% of pa-
tients to be a source of frustration due to changing doctors
without notice, lack of clarity about who is in charge, and
overall lack of communication amongst provider teams.

Ten percent of patients reported the use of medical jargon
during communication with physicians, with all finding its use
to be a language barrier due to their inability to “understand
everything.”

Patients noted attending to their needs to be an important
quality in communication with physicians with 8% reporting
feeling adequately tended to.

Patients reported that physician’s lack of the patient’s per-
spective was a crucial deterrent to quality communication.
Specifically, 8% of patients noted that physician awareness
and understanding of their perspective as it related to team
dynamics and inpatient flow was frustratingly lacking.

In general, patients commented that effective engagement
of the patient in the care process and attending to and under-
standing patient needs were important and necessary qualities
in physician-patient communication while lack of such and
disorganized coordination of care defined suboptimal
physician-patient communication. Interestingly, the majority
of patient comments on communication focused on aspects
they found to be suboptimal.

Hospital experience and physician communication
skills

Importantly, common subthemes of patient engagement, at-
tending to patient needs, and coordination of care were de-
scribed as determining aspects in overall patient satisfaction

and quality analysis within both hospital experience and qual-
ity communication with physicians.

Quantitative and frequency data

Purpose

The purpose of quantitative data from observations and Likert
scale questions were to observe how well patients’ categorical
assessment corresponded to observed actions during rounds or
their qualitative assessment of care provided.

Observations and Likert scale-like physician action item
questions

During morning rounds, physician teams were noted to intro-
duce themselves and clarify individual roles in 56% of inter-
actions. Similarly, 54% of the time the primary physician was
observed to place him or herself at the patient’s eye level
during discussion.

Likert scale-like grades on quality of physician actions
are shown in Table 4. C and D responses were grouped
for simplicity of reporting. Across all questions, physi-
cians received A (always/perfectly) grades < 80% of the
time. Physicians had their lowest grade (graded C/D most
frequently) on how well they communicate about treat-
ment (15% C/D, somewhat/never). In all other questions,
physicians received always/perfectly grades 72–79% of
the time, with the highest score in the area of clarity of
terminology (79%). Physicians received always/perfectly
grade of 76% in sensitivity to physical and emotional
needs. Seventy-five percent of patients gave always/
perfectly grades in questions about educating the patient
and family about their care. In the overall question on
quality of patient experience, patients gave always/
perfectly grade 72% of the time.

Amongst patients interviewed, they noted that the phy-
sician team always introduced themselves and described
individual roles 72% of the time and that the primary
physician placed him or herself at their eye level 43% of
the time. Introducing team members and sitting at patient
eye level are observations of attentiveness, a subtheme
noted by patients to be of importance in determining sat-
isfaction with hospital experience and physician commu-
nication. This discrepancy between observation and pa-
tient grades reveals that patients may significantly overes-
timate how often physician teams introduce themselves
but are relatively accurate in recalling how often physi-
cians sat with them. This observed inconsistency further
supports the importance of attentiveness to patient satis-
faction identified in the qualitative data.
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Discussion

This study found that feeling attended to is important in shap-
ing the patient experience. Specifically, having persistent at-
tentiveness from physicians, a non-interrupted hospital envi-
ronment, and organized, high-quality coordinated care defined
a satisfactory hospital experience while suboptimal quality in
any of these areas defined a dissatisfactory experience. Within
physician communication, we found that having patient-
centered care, which includes effective engagement of the
patient, attending to patient needs, and understanding the pa-
tient perspective, defines quality communication while subop-
timal quality in any of these areas defined dissatisfactory com-
munication. All subthemes were noted less than 50% of the
time, indicating that important areas of dissatisfaction were
identified at this level and should be addressed. All subthemes
described positively in hospital experience included either the
concept of attentiveness or mention of select groups (i.e.,
nurses, doctors, and staff) who provided attentive care, there-
by emphasizing that the most important aspect to creating a
satisfactory hospital experience is engagement of the care
team. Similarly, within the theme of physician communication
skills, physician attentiveness to patient needs was highlighted
as a contributing factor to high-quality communication. Along
with attentiveness, nurses were found to be highly ranked in
creating a satisfactory patient experience. Other studies have
also found that nurses have been highly ranked as contributing
to a satisfactory patient experience [27, 41].

Subthemes described as dissatisfactory, such as lack of coor-
dination of care, involvement of the patient and/or family in the
care process, method of information sharing, and medical jar-
gon, were again related to physician inattentiveness. Research

has shown that oncology patients want emotional support from
physicians [19, 32], their families involved in their care [13],
accessible information sharing, and to participate in the
decision-making during the treatment process [6, 7, 20, 21,
26]. The discrepancy between patient communication needs
and physician actions is not necessarily due to intentional neglect
but possibly due to patient reliance on “ambiguous and indirect
hints or cues” [32] to express emotion whichmay be difficult for
providers to interpret. In addition, there is the common phenom-
enon of miscommunication in oncology in which information
shared by the provider is believed to be complete or adequately
explained but is in fact misinterpreted by patients [26].

Our findings emphasize the need of physician attentiveness
that can appropriately recognize and respond to individual
patient needs. It is important to note that patient satisfaction
scales often show significant positive skew in responses [6, 7].
As a result, areas of dissatisfaction identified may be even
more prevalent than reported here. Research has shown that
there are many reasons for heterogeneity in information pref-
erences, such as cross-cultural variation [9, 39], differences in
processing large amounts of information [17], and variation in
preferences of the patient and caregiver [28]. As such, oncol-
ogists must acknowledge this individual need if they want
positive patient-physician relationships. Communication
skills training, based on patient preferences, has been demon-
strated to enhance the patient experience [19]. As a result,
further research geared to creating a training program to create
an environment that allows and encourages attentive individ-
ualized care can be designed to address our results. As patients
also noted medical student communication style as shaping
their perception of physician communication, medical stu-
dents should be included in such communication training.

Table 4 Physician action items
Likert scale-like questions Questions (“how well did…”) A (“always/

perfectly”)
B (“mostly”) C/D

(“sometimes/
never”)

# of
patients (%)

# of
patients (%)

# of
patients (%)

Introduce themselves & describe roles (n = 58) 42 (72) 15 (26) 1 (2)

Communicate treatment plan, length of treatment &
impact of treatment (n = 58)

34 (59) 15 (26) 9 (15)

Assess needs (n = 58) 44 (76) 7 (12) 7 (12)

Meet needs (n = 52) 38 (73) 10 (19) 4 (8)

Reply to questions & request promptly (n = 58) 42 (72) 13 (22) 3 (5)

Sensitive to physical & emotional needs (n = 55) 42 (76) 10 (18) 3 (5)

Understandable vocabulary (n = 57) 45 (79) 11 (19) 1 (2)

Educate you & your family about your care (n = 55) 41 (75) 11 (20) 3 (5)

Exit politely & describe the next steps (n = 57) 44 (77) 10 (18) 3 (5)

With your physician relationship in mind please rate
your patient experience (n = 58)

42 (72) 14 (24) 2 (3)

*Patients who did not respond to question, or did not respond within response categories were omitted
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Patients defined wait time, medical procedures, medica-
tions, night awakenings, pain, not getting better, and de-
creased mobility as frustrating aspects of their hospital expe-
rience. These subthemes can be grouped together under the
umbrella term of hospital environment, which include the ad-
ministrative and psychosocial aspects of being an inpatient.
The overall negative view of the hospital environment is un-
surprising as research has found that administrative aspects
such as noise and quality of pain control were important fea-
tures that influenced the patient experience [27].

Amongst oncologists, a wide array of communication skills
has been strongly linked to patient satisfaction in the literature.
In particular, some communication skills have been shown to
interfere with the creation of patient-centered care. Those
communication skills included “broadcasting” in which phy-
sicians share information in long uninterrupted monologs
[10], minimal use of questions to assess psychosocial health
of patients [18], exclusive use of close-ended questions, and
avoidance strategies [35]. The variety of suboptimal commu-
nication skills likely reflects the fact that up until the late
1990s, oncologists self-reported insufficient communication
skills training [16]. As a result, intervention efforts to improve
physician communication with patients have become more
widespread and include interventions such as perspective
training, integrated case conference, and intensive psychoso-
cial and communication skills training (CST) [4, 5, 19, 33,
34]. Notably, CST programs have been repeatedly shown to
improve communication skills of oncology clinicians [35] in
addition to their attitudes and beliefs towards addressing cer-
tain topics such as psychosocial issues [25]. The positive re-
sults of such interventions show that increasing physician
awareness of patient needs can significantly improve patient
satisfaction [4, 5, 19, 33, 34].

Our results align with recommendations from existing empir-
ically validated and widely used communication skills training
programs such as VitalTalk and Comskil. VitalTalk offers online
communication tools, including training courses and checklist, in
addition to in-person physician workshops to assist physicians in
improving their communication skills. Comskil programs aim to
train physicians and other healthcare professionals in how to
effectively communicate with patients with cancer via program
modules typically taught in small-group workshops in a format
that emphasizes role plays with simulated patients [22].
VitalTalk’s communication tools [11] used for discussing prog-
nosis, serious illness, and goals of care [40], and the Comskil
Model [8] collectively recommend incorporation of patient pref-
erence when information sharing, minimizing jargon, and
responding to patient displayed emotion. All of these were areas
reported by our patients to be lacking and provide opportunity to
enhance training aimed at improving the patient experience.

Quantitative data asking patients to assess how well physi-
cians performed, resulted in an average of 70% A (perfectly)
grades overall except in communication about treatment

where only 59% of patients gave a perfect grade. This finding
supports the qualitative interviews, suggesting communica-
tion was lacking as part of the patient experience. In general,
we found the grades assigned corresponded with the qualita-
tive analysis.

Research has shown the value of sitting in improving the
patient-physician relationship [31, 36]. We observed half of
the time physicians sat (54%) and that the majority of patients
remembered those efforts (43%). As a result, effort needs to be
made to encourage and facilitate physician sitting during pa-
tient interactions. Furthermore, observations revealed that pa-
tients focused on aspects that are meant to build a close
patient-physician relationship: team introductions and sitting.
Interestingly, patients even overestimated the frequency of
these behaviors, further supporting the importance of those
aspects to them.

Agreement in themes from the qualitative-quantitative ap-
proach shows effectiveness of methods in exploring patients’
perceptions on quality of care. The study intends to inform
clinical and operational practices physicians can incorporate
into their patient relationships. These data are being incorpo-
rated into the Academy of Communication in Healthcare
Relationship-Centered Communication Workshop for MDs
and RNs at YNHH.

Limitations identified in the study include single-institution
study, inability to include non-English speaking patients, nar-
row patient demographics, such as having a predominantly
older age patient population, variable interview length, and
non-response bias all of which decrease generalizability of
results. Interestingly, in shorter interviews, patients still pro-
vided expanded qualitative descriptions of their perception of
their care; however, they provided more immediate descrip-
tions (i.e., less pauses) and used more succinct descriptors.

Conclusions

Our study demonstrated that physician attentiveness or lack
thereof is a defining aspect of the quality of the patient expe-
rience. It is an important quality in communication and pa-
tients perceived, in this study, that their needs were not being
fully addressed. Based on these results, the following are prac-
tices that physicians can incorporate into daily operations to
improve patient satisfaction: (1) partner with nursing col-
leagues to work as a team to develop effective communication
skills in patient attentiveness, (2) sit at eye level of patient, (3)
decrease use of medical jargon, and (4) utilize reiterative in-
quiry about patient preferences for method of information
sharing and desired family involvement.
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