
W H Y  T H I S  R E P O R T

Patient experience is measured everywhere, but the hardest failures
often happen between teams.
Hospital administrators are accountable for a journey that no single department fully owns. A patient can move from scheduling to arrival,

emergency care, diagnostics, inpatient units, pharmacy, discharge, follow-up, and home care in a short period. Every transition creates

the possibility of lost information, unclear responsibility, repeated work, delay, or confusing communication.

That is why patient experience cannot be managed only as a retrospective score. A strong survey result does not tell an executive where

a live journey is breaking, whether the problem is access, communication, staffing, a handoff, a digital workflow, or a capacity constraint,

or whether the hospital has enough operational context to fix it quickly.

The MDForLives survey focuses on those operational questions. Hospital administrators were asked where patient experience breaks

down most often, how accountability reaches executives, how friction is captured during care, whether experience data is integrated with

other hospital data, what triggers action, which digital capabilities have reduced friction, which operational problems are hardest to solve,

how value is measured, and which capability could change the journey most over the next 3-5 years.

Survey lens. The source report contains 11 survey records with a 90.9% completion rate across USA, UK, and Italy. The main

structured questions use a base of 11. One digital-capability question allowed up to two selections. Hidden country punching is used

only as geography metadata. Internal operational, validation, after-survey, and honeypot fields are excluded from analysis.

PAT I E N T  E X P E R I E N C E  C O N T E X T

Experience is a care-quality signal, and transitions are one of its
most fragile points.
AHRQ describes patient experience as the range of interactions patients have with healthcare, including access, communication,

information, care coordination, shared decision-making, and support. Importantly, AHRQ distinguishes patient experience from

satisfaction: experience asks whether key aspects of care actually occurred, not only whether expectations were met.

CMS's HCAHPS program reinforces the operational nature of the topic. The standardized U.S. hospital survey includes communication

with nurses and doctors, staff responsiveness, care coordination, discharge information, communication about medicines, the hospital

environment, overall rating, and willingness to recommend. Since 2012, HCAHPS has also played a role in U.S. hospital payment

through the Hospital Value-Based Purchasing program.

AHRQ's transitions-of-care resources focus on safe and seamless movement between settings, while tools such as I-PASS emphasize

structured handoffs, clear action lists, contingency planning, and receiver synthesis. These external frameworks do not determine the

MDForLives findings. They explain why handoffs, discharge, communication, and feedback-to-action systems are central operating

issues for hospital leaders.

E X E C U T I V E  S U M M A RY

Six signals shaping the hospital patient-experience operating
model.

I N S I G H T  0 1

Handoffs are the leading breakdown point
Interdepartmental handoffs and care transitions are the most

selected point where patient experience breaks down.

I N S I G H T  0 2

Fragmented communication is the hardest barrier
Cross-department communication is the most selected operational

issue when hospitals try to improve experience.

I N S I G H T  0 3

Executive visibility is already present
Patient-experience metrics are reviewed routinely by executive or

board leadership in the largest accountability group.

I N S I G H T  0 4

Experience data still sits largely apart
Most say PX data is reviewed with other data but remains largely

separate rather than integrated for decisions.

I N S I G H T  0 5

Navigation tools are showing measurable value

Automated SMS follow-up and care navigation is the most selected

digital capability for reducing journey friction.

I N S I G H T  0 6

Real-time journey analytics lead the future view

Leaders most often select live patient-experience analytics and

journey tracking as the next 3-5 year capability.
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J O U R N E Y  B R E A K D O W N

Handoffs are where the patient journey most often loses continuity
45.5% identify interdepartmental handoffs and care transitions as the most frequent breakdown point.

C O N T E X T

A hospital journey is a chain of ownership transfers. The patient may not

distinguish between departments, service lines, or reporting structures, but the

organization does. That mismatch makes handoffs a natural place for delays,

duplicated questions, unclear next steps, and inconsistent information to

become visible.

W H AT  T H E  D ATA S H O W S

Interdepartmental handoffs and care transitions lead at 45.5%. Inpatient

discharge, pharmacy, or transport follows at 27.3%. ED arrival or bed

placement, scheduling or pre-access, and post-discharge coordination each

account for 9.1%.

T H E  I N S I G H T

The largest problem sits at the seam between teams, and the second-largest

sits at another transition-heavy moment. This suggests that experience

deterioration may be less about one weak department and more about how

well the hospital moves a person, information, and responsibility from one step

to the next.

W H Y I T  M AT T E R S

For administrators, improvement work needs a journey owner as well as

departmental owners. Structured handoffs, clear escalation, discharge

readiness, transport and pharmacy coordination, and communication of next

steps can all be treated as part of one experience pathway rather than

separate operational projects.

Where patient experience most frequently breaks down

Handoffs and care

transitions
45.5%

Discharge, pharmacy, or

transport
27.3%

ED arrival or bed

placement
9.1%

Scheduling or pre-access 9.1%

Post-discharge

coordination
9.1%
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L E A D E R S H I P  A C C O U N TA B I L I T Y

Patient experience has executive visibility, but accountability is not
uniform
45.5% say patient-experience metrics are reviewed routinely by executive or board leadership.

C O N T E X T

Patient experience can sit in several governance models: a board-level

performance metric, an incentive-linked measure, or a specialist quality and

PX function. Where it sits matters because the accountable forum influences

how quickly experience signals compete with access, capacity, finance,

quality, and safety priorities.

W H AT  T H E  D ATA S H O W S

Routine executive or board review is the largest model at 45.5%. Another

27.3% link patient experience to executive incentives or department-level

bonuses, while 27.3% say it is monitored mainly by Quality or PX teams.

T H E  I N S I G H T

The survey shows meaningful senior visibility, but not a single operating

model. In some hospitals patient experience is embedded directly in executive

performance; in others it remains a specialist function. This variation may

shape whether recurring journey problems can mobilize cross-functional

resources.

W H Y I T  M AT T E R S

Leadership review is most useful when it creates decision rights, not only

reporting. A recurring handoff or discharge problem may require operations,

nursing, medical staff, IT, patient access, finance, and service-line leaders to

act together. Governance needs to make that cross-functional response

possible.

How patient-experience accountability reaches leadership

45.5%

Executive or board
review

27.3%

Executive
incentives or

bonuses

27.3%

Mainly Quality or
PX teams
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A C T I V E - C A R E  F E E D B A C K

Bedside rounding remains the leading way to hear friction while care is
happening
45.5% primarily use standardized nurse or leader bedside rounding to capture and act on patient-experience friction during
active care.

C O N T E X T

Retrospective surveys are valuable for benchmarking, but they arrive after the

encounter. Operational improvement also needs ways to hear friction while the

patient is still in the journey and there is still time to recover the experience.

W H AT  T H E  D ATA S H O W S

Standardized nurse or leader bedside rounding leads at 45.5%. Real-time

digital feedback or digital rounding follows at 36.4%. Post-discharge surveys

and retrospective feedback account for 9.1%, and PFACs, complaints, and

grievance data account for another 9.1%.

T H E  I N S I G H T

The two leading approaches both bring listening closer to care. One is human

and relational; the other is digital and scalable. The result suggests that

hospitals are not relying only on after-the-fact survey instruments to

understand experience friction.

W H Y I T  M AT T E R S

The management question becomes what happens after the signal. A real-

time complaint that sits in a dashboard without routing, ownership, response

time, or escalation can still become a retrospective problem. Capture and

action design need to be built together.

Primary method for capturing friction during active care

Nurse or leader bedside

rounding
45.5%

Real-time digital

feedback or rounding
36.4%

Post-discharge surveys 9.1%

PFACs, complaints,

grievances
9.1%
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D ATA I N T E G R AT I O N

Experience data is visible, but it is still not fully connected to operations
54.5% say patient-experience data is reviewed alongside other data but remains largely separate.

C O N T E X T

Patient comments and experience scores become more actionable when

teams can connect them to the operational conditions behind them: wait time,

bed flow, staffing, discharge delays, diagnostic capacity, transport,

appointment access, or communication events.

W H AT  T H E  D ATA S H O W S

A majority, 54.5%, report that patient-experience data is reviewed alongside

other data but largely separately. 27.3% say it is integrated in near real time

for operational decisions. 9.1% report routine integration for selected

pathways, and 9.1% report limited integration across systems.

T H E  I N S I G H T

The leading pattern is comparison without full integration. Leaders can see

experience next to other performance information, but the data may not yet

behave like one operating signal. That makes root-cause analysis slower and

can keep PX teams dependent on manual escalation to operational owners.

W H Y I T  M AT T E R S

A more integrated model does not require one giant dashboard. It requires

shared identifiers, useful timing, agreed definitions, and workflows that let

teams connect a patient-experience signal with the part of the care process

most likely to explain it.

How patient-experience data is integrated with other hospital data

Reviewed alongside,

largely separate
54.5%

Near real-time

operational integration
27.3%

Integrated for selected

pathways
9.1%

Limited integration

across systems
9.1%
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A C T I O N  T H R E S H O L D

Safety and clinical impact are what most often move a recurring issue into
action
54.5% say patient safety or clinical impact most commonly determines whether the hospital acts on a recurring journey
problem.

C O N T E X T

Patient-experience teams often surface many valid problems at once.

Leadership therefore needs a prioritization rule. The choice can be driven by

clinical risk, operating or financial impact, the volume and consistency of

feedback, or alignment with strategic priorities.

W H AT  T H E  D ATA S H O W S

Patient safety or clinical impact leads at 54.5%. Volume and consistency of

patient feedback follows at 27.3%. Operational or financial impact and

executive priorities or strategic goals each account for 9.1%.

T H E  I N S I G H T

Experience problems gain the strongest organizational traction when they are

also clinical problems. This may help explain why communication, handoffs,

discharge, and access issues are so important: each can affect both how care

feels and how reliably care is delivered.

W H Y I T  M AT T E R S

For hospital leaders, the strongest business case for patient-experience

improvement may be multi-dimensional. A handoff issue can be framed

through patient voice, safety risk, throughput, rework, and staff burden at the

same time, making the operational reason to act clearer.

What most commonly determines whether a recurring journey
problem gets action

54.5%

Patient safety or
clinical impact

27.3%

Feedback volume
and consistency

9.1%

Operational or
financial impact

9.1%

Executive strategic
priorities
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D I G I TA L  VA L U E

Digital tools are creating value where patients need navigation and
continuity
54.5% select automated SMS follow-up and care navigation as a capability that has delivered measurable friction reduction.

C O N T E X T

Patient-facing technology can either simplify the journey or create another

layer of work. The distinction depends on whether the tool resolves a specific

problem such as scheduling, check-in, wayfinding, follow-up, communication,

or continuity after discharge.

W H AT  T H E  D ATA S H O W S

Automated SMS follow-up and care navigation is selected by 54.5%. Digital

front door capabilities such as scheduling, check-in, and wayfinding are

selected by 45.5%, and patient portals or asynchronous messaging by another

45.5%. Bedside engagement or interactive patient systems are selected by

27.3%. The item allowed up to two selections.

T H E  I N S I G H T

The strongest digital value sits around what happens before, between, and

after encounters. These tools reduce uncertainty about access, next steps,

and communication. The open responses reinforce this with examples of

mobile pre-registration, clearer wayfinding, and dedicated follow-up

coordination.

W H Y I T  M AT T E R S

Digital experience should be measured by friction removed, not feature count.

Useful outcome measures can include completion, no-show reduction, time-to-

check-in, navigation errors, callback workload, follow-up completion, and

whether patients receive the right next-step information without needing to

chase it.

Digital capabilities with measurable patient-journey value

Automated SMS follow-

up and navigation
54.5%

Digital front door 45.5%

Patient portal and async

messaging
45.5%

Bedside engagement

systems
27.3%
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O P E R AT I O N A L  B A R R I E R

Fragmented communication across departments is the hardest friction to
remove
54.5% identify fragmented communication across departments as the most difficult operational issue when improving patient
experience.

C O N T E X T

Hospitals can purchase a new platform faster than they can redesign cross-

department behavior. Communication problems often involve unclear

ownership, incompatible routines, multiple handoff styles, separate systems,

and competing priorities across units.

W H AT  T H E  D ATA S H O W S

Fragmented communication across departments leads at 54.5%. ED boarding

and access delays account for 27.3%, and limited ability to act on real-time

feedback accounts for 18.2%.

T H E  I N S I G H T

The barrier aligns closely with the top journey breakdown. Handoffs are where

experience most often deteriorates, and cross-department communication is

what administrators say is hardest to fix. The two findings describe the same

operating challenge from different angles.

W H Y I T  M AT T E R S

Improvement therefore needs more than staff reminders to communicate

better. Hospitals may need common handoff expectations, escalation rules,

shared action ownership, information standards, and performance measures

that follow the patient across organizational boundaries.

Hardest operational issue when improving patient experience

27.3%

ED boarding and
access

54.5%

Fragmented
communication

18.2%

Acting on real-time
feedback
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VA L U E  M E A S U R E M E N T

Hospitals are split between experience-only measurement and integrated
outcome measurement
45.5% evaluate initiatives through patient-experience scores and feedback, while 45.5% evaluate clinical, financial, and
experience outcomes together.

C O N T E X T

Patient experience can be treated as a stand-alone outcome or as one

dimension of a broader operating result. The second approach can make it

easier to connect a journey intervention with throughput, safety, utilization,

cost, quality, or workforce effects.

W H AT  T H E  D ATA S H O W S

Patient-experience scores and feedback are the primary evaluation method for

45.5%. Another 45.5% evaluate clinical, financial, and experience outcomes

together. The remaining 9.1% rely primarily on qualitative patient or staff

feedback.

T H E  I N S I G H T

The equal split suggests two different definitions of value. One asks whether

patients report a better experience. The other asks whether the intervention

improves experience while also changing the clinical or operational system

around it.

W H Y I T  M AT T E R S

Neither approach has to exclude the other. A strong scorecard can retain the

patient voice while adding measures that explain why the experience changed

and whether the improvement is sustainable. This is particularly important for

changes that require capital, staffing, extended service hours, or cross-

functional redesign.

How hospitals evaluate whether an initiative delivered meaningful
value

45.5%

PX scores and
feedback

45.5%

Clinical, financial,
and PX together

9.1%

Primarily qualitative
feedback
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F U T U R E  C A PA B I L I T Y

Real-time journey analytics outrank AI as the next major patient-
experience capability
45.5% expect real-time patient-experience analytics and journey tracking to have the greatest impact over the next 3-5 years.

C O N T E X T

The next stage of patient-experience technology can be framed in several

ways: better analytics, AI-enabled navigation, integrated access and transition

tools, or stronger organizational accountability. The survey forces leaders to

select which one they believe will have the greatest impact.

W H AT  T H E  D ATA S H O W S

Real-time patient-experience analytics and journey tracking leads at 45.5%.

Integrated digital access and care-transition tools follows at 27.3%, AI-enabled

patient navigation and communication at 18.2%, and stronger cross-functional

accountability at 9.1%.

T H E  I N S I G H T

Leaders are prioritizing visibility before automation. The most selected future

capability is the ability to see the journey in real time, not an AI layer. That

preference fits the rest of the survey: the hardest current problem is

fragmented communication and the largest data gap is separation between

experience and operational information.

W H Y I T  M AT T E R S

The opportunity is to build a journey intelligence layer that helps teams detect

friction, connect it to operational causes, route the issue to the right owner,

and verify whether the response changed both experience and performance.

AI may eventually support that model, but it is not a substitute for coherent

data and ownership.

Capability expected to improve the patient journey most

45.5%

Real-time PX
analytics

27.3%

Integrated digital
access

18.2%

AI-enabled
navigation

9.1%

Cross-functional
accountability

O P E N  R E S P O N S E  L E N S

Administrators describe friction as a mix of transitions, access,
capacity, communication, and ROI.
The open-ended question asked respondents to describe a recent patient-experience problem or improvement initiative, where the greatest friction

occurred in the patient's journey, what action was taken, and what ultimately made the difference or prevented resolution. Ten visible responses are

available in the source report. One response describes a predictive-maintenance example unrelated to patient experience and was not used to infer a

patient-experience theme.

The remaining comments are qualitative examples, not coded prevalence data. They add operational detail to the structured findings: where patients get

stuck, what teams try, and why apparently simple experience fixes can become staffing, finance, capacity, or cross-functional coordination problems.

Transitions and discharge

Several responses place friction at discharge, the move from hospital to home, or

transfer between departments. These examples echo the structured finding that

handoffs and care transitions are the leading breakdown point.

Access, check-in, and wayfinding

Administrators describe emergency triage waits, check-in bottlenecks, and

patients getting lost between appointments and diagnostic services. Responses

mention mobile pre-registration, floor guidance, and digital maps as practical

fixes.

Diagnostic capacity and service hours

MRI access appears in more than one response. Extended hours and staffing

improved patient flow, but leaders describe finance and ROI discussions as

barriers to making coverage more reliable.

Cross-department communication

One response explicitly describes poor communication when a patient transfers

to another department. The administrator's solution centers on consistency and

reaching the right stakeholders rather than a single technology purchase.

Staff bandwidth and follow-up

Another response describes long waits for post-procedure follow-up calls.

Dedicated care coordinators helped, but limited staff bandwidth prevented a

complete resolution.

ROI versus patient-experience value

Comments around extended MRI access show a recurring leadership tension: an

intervention may clearly reduce anxiety or delays while still being difficult to justify

through a narrow direct-return model.

What the open responses add: The structured data identifies the seams. The qualitative examples show the practical work behind fixing them: staffing

service hours, changing access workflows, improving wayfinding, coordinating follow-up, and aligning departments around a common patient journey.

P E O P L E  A L S O  A S K  ·  T O P I C  FA Q

Frequently asked questions about hospital patient experience.
What is hospital patient experience?

Hospital patient experience describes what patients encounter across care, including access, communication, coordination, responsiveness, information, discharge, and
interactions with clinicians and staff. It is broader than satisfaction because it focuses on what actually happened during care.

How do care transitions affect patient experience?

Transitions can create gaps when responsibility, information, medications, next steps, or follow-up are not transferred clearly. Structured handoffs, clear ownership, and

patient-facing communication can reduce confusion and safety risk.

What is HCAHPS and how is it used?

HCAHPS is the U.S. national standardized survey of patients' hospital experiences. It measures areas such as communication, staff responsiveness, care coordination,

discharge information, the hospital environment, and overall ratings.

How can hospitals use real-time patient feedback?

Real-time feedback can help teams detect friction while a patient is still in the care journey. Hospitals can route issues to the responsible team, track response time, and
combine experience signals with operational and clinical data before problems become retrospective complaints.

What is digital patient navigation?

Digital patient navigation uses tools such as SMS, portals, mobile check-in, wayfinding, reminders, and care-transition messaging to help patients understand where to go,
what to do next, and how to stay connected after a visit or discharge.

How should hospitals measure patient-experience improvement?

Hospitals can combine experience measures with operational, safety, clinical, and financial outcomes. The most useful scorecard matches the metric to the problem being

solved, such as wait time, handoff reliability, discharge clarity, follow-up completion, or access friction.

H O S P I TA L  PAT I E N T  E X P E R I E N C E  L E N S

What this means at four points in the patient-experience operating
model.
The survey suggests that stronger patient experience depends on joining journey ownership, feedback response, integrated measurement, and targeted

digital tools instead of treating each as a separate program.

C L O S I N G  P E R S P E C T I V E

The next patient-experience gain may come from managing the
spaces between departments as deliberately as the departments
themselves.
The survey does not describe a hospital that lacks patient-experience measurement. It describes a hospital system in which the patient journey

can still become fragmented even when leaders review the data, staff round at the bedside, and digital channels are available. The central

problem is continuity: whether information, responsibility, and action travel with the patient as reliably as the patient moves through the

organization.

Handoffs and care transitions are the most selected breakdown point. Fragmented communication is the hardest operational issue to solve. More than half say

experience data is reviewed alongside other information but remains largely separate. These three findings form one story. The hospital often knows that friction

exists, but the organizational and data structures needed to resolve it cross departmental boundaries.

The survey also shows that leaders are not waiting for a single technology to fix the problem. Bedside rounding remains the most common active-care feedback

method. Automated SMS follow-up, digital front doors, portals, and navigation tools have delivered measurable reductions in friction for many respondents. The

strongest future preference is real-time experience analytics and journey tracking, not AI-enabled navigation. That sequence suggests a practical order of operations:

first make the journey visible, then make ownership and action reliable, then use automation where it can remove specific burden.

The open responses show why this matters. A check-in problem may be solved with mobile pre-registration. Wayfinding may improve with clearer visual and digital

navigation. MRI access may require extended hours, staffing, and a business case that accounts for experience as well as direct financial return. Follow-up delays

may require dedicated care coordinators, yet still run into workforce capacity. Cross-department transfers may improve through consistent communication rather than

a new platform. Patient experience is therefore not one type of intervention. It is an operating discipline.

Value measurement is the final tension. Respondents are evenly divided between evaluating initiatives through patient-experience scores and feedback alone and

evaluating clinical, financial, and experience outcomes together. The more integrated model may be particularly useful when the improvement requires cross-

functional investment. A transition intervention can affect experience, safety, length of stay, rework, staff burden, and downstream follow-up at the same time. Seeing

those outcomes together can make patient experience easier to manage as part of hospital performance rather than as a separate report.

1 · Map the journey across ownership changes

Identify the handoffs, discharge steps, diagnostic transitions, and follow-up moments
where patients move between teams and where responsibility can become ambiguous.

2 · Create a feedback-to-action clock

For live issues, define who receives the signal, how quickly it should be acknowledged,
what escalation is required, and how closure is documented.

3 · Integrate experience with operational context
Connect patient feedback with wait time, flow, staffing, access, safety, discharge, and
service-capacity data so teams can see what is driving the experience.

4 · Measure digital tools by friction removed
Track whether navigation, messaging, portals, and digital access tools reduce confusion,
delay, manual follow-up, or missed next steps rather than only whether patients use
them.

5 · Treat communication failure as a system issue

Standardize the information, roles, and escalation expected at cross-department
handoffs instead of relying on individual staff to compensate for structural gaps.

6 · Broaden the patient-experience business case

Where appropriate, evaluate experience improvements alongside clinical, operational,
workforce, and financial outcomes so the full value of the intervention is visible.

R E F E R E N C E S  A N D  D ATA S O U R C E
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predictive-maintenance example was excluded from patient-experience thematic interpretation.

2. Agency for Healthcare Research and Quality. What Is Patient Experience? Patient experience domains include access, communication, information, care coordination, shared decision-
making, and support.

3. Centers for Medicare & Medicaid Services. HCAHPS: Patients' Perspectives of Care Survey. National standardized U.S. hospital patient-experience measurement program.
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Journey ownership

Transition lens. Assign cross-functional ownership to handoffs, discharge, and

other points where the patient moves between departments or settings.

Feedback to action

Response lens. Pair bedside and real-time listening with routing, response-time

expectations, escalation rules, and visible closure for the patient or staff member

who raised the issue.

Data and measurement

Integration lens. Connect experience signals with flow, access, safety, staffing,

clinical, and financial measures so leaders can understand both the friction and

its cause.

Digital access and transitions

Navigation lens. Judge portals, SMS, check-in, wayfinding, and follow-up tools

by the specific journey friction they remove rather than by adoption alone.

T H E  G L O B A L  P U L S E  O F  H E A LT H C A R E  ·  H O S P I TA L  A D M I N I S T R AT I O N  &  PAT I E N T  E X P E R I E N C E  I N S I G H T  R E P O R T

Hospital Patient Experience: Where the
Care Journey Still Breaks Down
An in-depth hospital administration view of where patient experience breaks down across handoffs, discharge, communication,

access, feedback systems, digital navigation, and cross-functional ownership, and what leaders believe could make the journey

more coherent.

Journey → Signal → Action → Improvement

11
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3
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USA · UK · Italy

90.9%
Completion rate

8978442
Survey ID

Help future hospital patient-experience insights reflect where the journey
actually breaks.
Join MDForLives to share perspectives on care transitions, patient access, feedback systems, digital navigation, operational barriers, and

experience improvement.
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