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Article 
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Abstract: Background: Positive person-centered attributes of inpatient rehabilitation need to be identified from 
the patient perspective to be further developed and sustained. Purpose: To identify which attributes patients 
openly evoke as being great care experiences, using an open appreciative inquiry during the inpatient 
rehabilitation stay. Methods: Qualitative secondary analysis of appreciative patient comments during a 
bedside patient experience rounding, facilitated by a neutral party. Two independent analysts employed an 
inductive, summative form of content analysis. Results: Among 150 patients rounded, 122 provided 
categorizable appreciative accounts. Over two thirds of the patients (67.2%) focused on “staff attributes” in their 
great-experience accounts. Those attributes were mostly interpersonal such as being “attentive & caring - beyond 
clinical duty” and being “encouraging (but not too hard) & reassuring”. These interpersonal staff attributes were 
reported with words showing deep levels of personal significance or patient appreciation. Beyond staff 
attributes, the perceived quality of the “patient care” (31.1%) and opportunities for “leisure and social activities” 
(9.0%) were also frequently evoked. Amenities like food or costumer service were the least evoked, rarely so as 
an exclusive attribute (0.8% for each). Conclusions: The human(e) factor, especially the interpersonal qualities 
of staff, emerged as greatly appreciated from the patient experience perspective during inpatient rehabilitation. 
These experiences help identify which person-centered attributes of care might be further developed and 
sustained.  

Keywords: Patient experience; patient-centered care; patient perspective; bedside rounding; content analysis 
 

1. Introduction 
The patient experience of care is part of quality and value of healthcare. [1,2] This experience refers 

to how patients experience and appraise valuable aspects of healthcare such as staff communication, 
involvement in decision-making, or preparation for discharge, among other key interactions with 
health providers. [3] For the broader healthcare, systematic reviews have associated better patient 
experience scores, with better treatment compliance, with better patient-reported physical and mental 
health, and finally lower healthcare utilization. [4–7] In the rehabilitation field, patient-centered care 
approaches (e.g., collaborative goal setting) have been for example associated to greater psychosocial 
outcomes (e.g., self-efficacy, emotional status, quality of life). [8–11]  

Patient experiences can be systematically elicited, processed, and disseminated (e.g., relayed to 
providers; public reported) as one way to monitoring the person-centeredness of care as well as for 
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informing patient-centric quality improvement (QI) activities. [3,12–14] However, a recent scoping 
review of the rehabilitation literature found a dearth of studies using patient experience feedback for 
service redesign and QI activities. [15] Among those studies, none used patient experiences at the 
point of care, either to timely inform immediate service recovery or for positively affecting the patient 
experience - while patients are receiving care (e.g. during the inpatient stay). [15] 

Patient experience data is often obtained through post-discharge, externally collected surveys, 
which leads to relatively low response rates (e.g., 20-30%), recall bias, and often from non-
representative patient samples. [16,17] Post-discharge experience survey data is valuable for 
benchmarking and large-scale data analysis. For example, within IRFs, standardized post-discharge 
patient experience data helped to identify which factors (e.g., personal issues) most contribute to 
better overall patient experiences, but out a response rate of 16.2%. [18] For person-centered QI 
purposes, these data benefits from the complement of other, more personalized forms of feedback 
(e.g., narratives, photovoice, open qualitative comments), [19,20] including at the point of care (e.g., 
during inpatient stay) – while being inclusive of a wider serviced population. [16,21–23] 

In the context above, one large freestanding facility in the US developed and pilot implemented 
a new process to elicit near real-time patient experience feedback, designed to be then systematically 
relayed to providers – hence capable of enabling immediate, patient-centric service recovery. [24] 
Following guidance from systematically reviewed evidence, [22] this process included an in-person, 
mixed-methods bedside experience rounding conducted by a trained neutral party who digitally 
inputted both the quantitative and qualitative patient experience data. The resultant data was then 
relayed to the service-unit leaders - for reinforcement purposes or individual-level corrective action 
as needed. In short, the goal was to follow person-centered care tenets and elicit and act upon 
personalized patient experience feedback, toward responsiveness and adapation. [14,25]  

Incorporating appreciative inquiry tenets,[15,26,27] the in-person patient experience rounding 
included an initial open question for each patient to describe a great care experience they wished to 
report back, before any suboptimal experience they could evoke for being ameliorated. In the 
rehabilitation literature, common ‘negative’ experiences during inpatient rehabilitation stays (e.g., 
disempowerment, boredom) have been described [28,29], but we know less from the appreciative 
standpoint. 

Using data from a new in-person bedside experience rounding, this study aims to identify which 
great experiences of care patients are often evoked by patients at the point of care (i.e. during 
inpatient rehabilitation stay), when openly elicited from an appreciative standpoint. The findings can 
help build the knowledge of which attributes of care are most frequently valued and openly evoked 
from the patient experience perspective. Once identified, these patient-centric valued behaviors and 
attributes can be further developed, sustained, or rewarded in rehabilitation practice. 

2. Methods 
Design: Secondary, external analysis of anonymized qualitative patient comments from an in-

person bedside experience rounding. That rounding was implemented during an 8-month period 
within a QI activity ran internally by staff or trained volunteers; the process evaluation was published 
elsewhere. [24] Here, our focus is on the secondary analysis of appreciative patient comments 
obtained during this rounding. The anonymized patient comments were qualitatively analyzed by 
external researchers who had no direct contact with any of the patients. As a QI activity with 
secondary analysis of anonymized data, it does not meet the criteria for humans subject research. We 
used the SQUIRE guidelines for reporting QI studies [30] and the SPQR guidelines for qualitative 
studies. [31] 

Setting: The QI activity took place from February to September of 2023 in a large, freestanding 
IRF in the Midwestern USA (Shirley Ryan AbilityLab). The facility has contemporary architecture, 
equipment, service-delivery concept, layout, and technological environment; these factors may affect 
the experience of care. Specifically, the QI activity occurred within a unit focused on strengthening 
and endurance, i.e., not diagnostic-focused. 
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Data collection: The data collection took place during the experience rounding, facilitated by 
trained non-attending staff or hospital volunteers. These rounds occurred shortly before the patients 
reached their mid length-of-stay. Following appreciative inquiry tenets, [26,27] the rounders 
encouraged patients to freely share any positive experiences they had encountered thus far. This 
invitation for positive feedback was given before posing five directed questions regarding suboptimal 
experiences or suggestions for improvement. During the appreciative phase, rounders actively 
listened to the patients' responses and immediately inputted them into a digital platform created for 
this purpose. Patients had the opportunity to view, listen to and revise the typed content as needed. 
Before being sent externally for analysis, the data were internally de-identified, including blinding of 
staff names. 

Participants: Throughout the pilot phase, all English-speaking patients without major cognitive 
or communication impairments serviced by the unit over the 8-month period were included. Plans 
for a second phase to adapt the process for the entire patient population exist, based on the positive 
appraisal of the initial pilot. [24] During the 8-month implementation, all 150 eligible patients were 
approached and asked an appreciative question. Participants could decline or omit specific 
experiences.  

Analysis 
We conducted an inductive summative qualitative content analysis [32] to identify emerging 

attributes from the data without imposing preconceived frameworks. Of note, one of the analysts 
previously published models on person-centered rehabilitation [14] or in rehabilitation quality of care 
[33]; however, no attempt was made to fit the data into. Each patient quote was categorized, excluding 
generic (e.g., “all was great”) or ambiguous statements (“great atmosphere” could be about the 
physical or social environment). Two external researchers performed initial open coding and axial 
coding independently. Disagreements were resolved through discussion. To enhance 
trustworthiness, a third independent analyst analyzed the results. Final changes were made based on 
this process, with three patient comments recategorized. The final coding structure used is provided 
in Supplementary Table 1. The supplementary file 2 provides the raw deidentified data and the 
supplementary file 3 provides the allocation of the data to the analytical categories. 

Table 1. Frequency and percentage of the patient comments per major category of analysis. 

Categories Examples of attributes Total 
(n; %) 

Exclu
sive 

(n; %) 
Staff Attributes Interpersonal attributes and behaviors; knowledge 

professionalism 
82;  

67.2% 
54;  

44.3% 
Patient care  Perceived quality & progress; therapy is great, enjoyable, 

varied, or spaced out 
38; 

31.1% 
22;  

18.0% 
Leisure & social 
activities  

Going outside; meeting new people; having fun with peers 
– including in group therapy  

11: 
9.0% 

3; 
2.5% 

Built 
environment  

Facility; pleasant physical environment; views. 5; 
4.1% 

2; 
1.6%  

Teamwork Perceived alignment; shared information 5; 
4.1% 

2; 
1.6%  

Food service 6; 
4.9% 

1; 
0.8% 

Cleanliness 6; 
4.9% 

1; 
0.8% 

Bed quality 2; 
1.6%  

1; 
0.8%  

Customer service  1; 
0.8%  

1; 
0.8%  
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Quietness 1; 
0.8%  

1; 
0.8%  

Equipment (gym) 4; 
3.3% 

0; 0% 

Room quality 2; 
2.4% 

0; 0% 

3. Results 
A total of 136 of 150 patients (90.6%) reported positive remarks about their experience of care. 

Among them, 122 (89.7%) provided classifiable accounts - the corpus under analysis.  
Among those 122 patients, 70.5% (n= 86) evoked only one category for their great-experience 

accounts; the remaining provided comments fitting into two or three categories. No patient provided 
comments that fitted into four or more analytical categories.  
1. Major Categories  

Table 1 shows the frequency of patient comments per major category / attributes reported. Over 
two-thirds of the patients (n= 82; 67.2%) focused on staff attributes (e.g., interpersonal, 
professionalism), 58 of them exclusively so (44.3% of the total). In a later results section, we detail 
subcategories and illustrative quotes. The patient care process (e.g., perceived quality or experience of 
progress) was the second most evoked category (n= 40; 32.5%), inclusive of 24 mentions exclusively 
so (19.5% of the total).  

No other categories had more than 10% of specific mentions (table 1). Among them, leisure & 
social activities was the most common. Patients reported that they appreciated the “group therapy and 
[the] chance to meet new people” (patient #6) and alluded to the benefits: “it helps me mentally. I like 
socializing with other patients” (patient #36). Othe social, outdoor or recreational opportunities in the 
garden, cafeteria, or outside of the facility were mentioned for the down time. The built environment, 
including nice views, and the teamwork were also evoked from the appreciative patient experience 
perspective. For example, one patient noted that “you can tell there is communication between the team” 
(patient #44). 

Specific amenities (e.g. food service; costumer service, cleanliness) were other mentions, but with 
one exclusive mention each and less detailed accounts; however, if combined, these amenities would 
be the third most evoked category. 
2. Subcategories of staff attributes 

Table 2 reports subcategories of staff attributes evoked; the initial four are on interpersonal 
attributes.  

Table 2. Subcategories of staff attributes as reported by patients (n= 86); ordered by prevalence, 
among those with specific staff attributes or behaviors reported. 

Subcategories of staff attributes Total (n; % 
of total) 

Exclusive 
subcategory 
(n; % of total) 

Attentive & caring – beyond clinical duty 25; 20.5%  16; 11.5% 
Kind, friendly, and smiling 16; 13.1% 6; 4.9% 
Encouraging (but not too hard) & reassuring 10; 8.2% 9; 7.4% 
Listening and responsive to 10; 8.2% 5; 4.1% 
Professional & Knowledgeable 8; 6.6% 1; 0.8% 

Overall positive appraisals of staff, i.e. not subcategorized 28; 23% 10; 8.2% 

Being attentive and caring – beyond clinical duty was the most frequent category, with 25 mentions, 
16 of them just for this attribute. Illustrative comments below: 
“I think they have gone beyond their duties to make me feel comfortable”. patient #3 
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“I find the staff is paying attention to my care with things I don't even speak up about. My foot was drooping 
to the side and the nurse noticed and got me boots to help. I didn't even ‘aask’ her [emphasis]”, patient #24. 

Being kind, friendly, and smiling was also frequently reported (n= 16), although only six times 
exclusively. The keyword “friendly” was common, along with mentions to kindness or smiling faces, 
albeit without detailed patient accounts. 

Ten patients alluded to staff members being encouraging (but not too hard) & reassuring, nine 
exclusively so. The delicate balance of providing such encouragement is illustrated below, sometimes 
with notes of deep appreciation: 
“I was pushed but not forced, it wasn't like a boot camp experience”, patient #94. 
“They reassure me where I am at. If I am having a lousy day they don't push, they listen and are there but don't 
push me”, patient #46. 
“[He/She] toldddddd [emphasis] me to give it some time and see how everything works (…). She was right! My 
stay here has been life-changing and I am appreciative”, patient #100. 
“[He/She] tells me I am doing good and beginning to walk, that's a blessing to me; they inspire you to do good”  
“The encouragement I receive (…). It has become personal when I make accomplishments; I am wanting to 
make them proud and they celebrate with me and make me feel special”, patient #107. 

Patients also appreciated when staff were listening & responsive to their needs or questions, with 
10 total mentions, five exclusively so. This also involved adaptive communication and care 
adjustments:  
“The way they take your time and teach me. They adapt to their patients”, patient #87 
“Staff listen to me and they make adjustments to my preference”, patient #109. 

Eight comments (one in exclusivity) focused on staff being professional & knowledgeable, 
intersecting their politeness and expertise. Finally, 28 patients provided comments appreciating staff 
but were not sub-categorizable. 

4. Discussion 
Under an appreciative approach, this study offers a comprehensive understanding of what 

patients frequently evoke as ‘great’ experiences, during inpatient rehabilitation. We employed a 
strengths-based approach to identify "what is going well", for that to be strengthened, replicated, 
reinforced, rewarded and/or sustained in practice. That positive data might complement "what is 
going wrong", thereby may require corrective action. [26,27,34] The patients’ illustrative quotes, 
especially related to staff interpersonal attributes, also showed deep levels of gratitude and 
appreciation. Once timely collected and relayed to staff, these accounts may be useful for staff 
engagement, recognition and behavioral reinforcement.  

Our findings highlight a notable emphasis on staff interpersonal and caring attributes, 
surpassing patient care and facility attributes. That partly aligns with recent big data analysis of post-
discharge patient experience data in IRFs, [18] using data from a 10-year period, albeit based on 
response rate of 16.2%. For instance, Park and colleagues’ analysis of post-discharge surveys suggests 
that a willingness to recommend the hospital as mostly determined by personal issues, such as 
communication with staff, pain control, and communication upon arrival. [18] These determinants 
were followed by physical therapy care, occupational therapy care, nursing care, discharge, and 
rehabilitation doctor care. [18] While overall aligned, our qualitative analysis provides a 
complementary dataset, with a point-of-care snapshot of patient-evoked great experiences providing 
illustrative accounts, especially among staff interpersonal attributes. Detailed patient accounts can be 
more instrumental for improvement purposes, complementing standardized post-discharge data 
often more useful for benchmarking purposes.[19,20] 

Beyond frequently evoked, the interpersonal attributes of staff emphasized specific provider 
behaviors. Compared to subjective positive appraisals, specified behaviors are more easily replicable, 
reinforced or enacted either through data relay to providers24 or broader scientific reporting.[14,35] 
Other categories evoked, by rank order, were the perceived quality of the patient care process, 
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opportunities for leisure & social activities, the built environment, and teamwork. Specific amenities 
were less frequently evoked, and rarely exclusively so. These seemed ‘nice to have’ but often less 
fundamental than the human(e) side of care.  

Among interpersonal attributes, being attentive and caring - beyond clinical duty was the most 
frequently mentioned by the patients, emphasizing the staff’s genuine interest and the caring attitude. 
With that shown attitude, patients were likely experiencing being personally valued and cared for. 
[14,35,36] Patients’ comments also focused on staff being encouraging (but not too hard) and reassuring; 
when this attribute was evoked, it was often exclusively so and with deep appreciation reported. The 
rehabilitation literature has long grappled with the delicate balance of encouraging patients without 
pushing too hard, a balance that includes motivating without reinforcing unrealistic expectations. 
[37,38] The literature has also emphasized the need for being adaptive to the situation at hand. This 
involves observing patient cues to discern when to push and when to stop, and instead acknowledge 
and reassure. [14,39] One could hypothesize that in these reported situations, staff members adeptly 
navigated a complex balance, seamlessly transitioning from being encouraging to reassuring and vice 
versa. 

For staff engagement, recognition, and behavioral reinforcement, it may be important to create 
formal mechanisms to timely relay positive experience data to both frontline providers their service-
unit leadership. [24,26] In turn, patients involved in the process evaluation of this QI activity 
appreciated having the opportunity and a mechanism to express and convey their gratitude to staff 
on their own terms [24]  

In the literature, one can find some typified negative experiences in IRFs (e.g., boredom, lack of 
activity in the down time); [28,29,40] here, we found some symmetrical experiences from the positive 
side, such as joy with social activities, leisure, or engaging with peers). These findings perhaps 
reinforce the importance of IRFs creating opportunities for such expereinces. Socialization, in 
addition to valuable for many patients. can be facilitated by the environment;41 here, socialization 
opportunities were partly linked to the environment (e.g., having a garden or cafeteria) or to group-
based therapy. Previous studies have demonstrated that is possible to create and engage patients in 
creating opportunities for adding social and leisure opportunities, when those were not present by 
design. [40,42]  

Regarding the staff’s teamwork, features such as shared communication and care coordination 
also emerged in the great-experience accounts. While patients may not directly observe coordinating 
activities, they can firsthand experience whether the care or messages delivered to them are aligned, 
articulated, or congruent with one another. [14,33,43]  

Importantly, patients responded to the same prompt, within the same IRF, with a broad 
spectrum of attributes that they individually experienced as great. Patients are individuals with their 
own set of values, preferences, lived experiences, and other human factors that make them and their 
experiences personal and unique. We follow the standpoint that there is a person beyond the patient, 
and that one-size-fits-all approach applies toward operationalizing a person-centered rehabilitation 
or great patient experiences. [14,25,44] Hence, the timely elicitation and relay of appreciative feedback 
(along with any feedback for corrective action) can be a key mechanism for a personalized, person-
centered use of each patient experience’s feedback for QI purposes. 

Limitations 
The study had the following limitations. First, the data was collected from a single facility and 

one unit, albeit multi-diagnostic. Features of the facility (e.g., new architecture, high-tech 
environment, high-rise views, widely known reputation) can affect the patient experience or the 
patient expectations for that experience. Hence, the results here such as frequency distribution may 
not be representative of other service delivery contexts. Second, appreciative inquiry tenets were but 
not a full appreciative inquiry approach toward strengths-based, client-engaged service. [26] Third, 
the analysis was focused on openly evoked positive experiences purposely biased toward positive 
deviant experiences; [35,45] those cannot be understood as the whole, balanced experience of the 
inpatient stay. Fourth, the secondary external analysis contributed to the analytical independence but 
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implied not observing or interpretating cues from the patients during data collection, beyond the 
rounders’ input such as elongated wording for emphasis. Finally, while we included the vast majority 
patients serviced by the unit during the pilot, the rounding under testing was not, at this stage, 
inclusive of the experiences of people with severe cognitive or communication impairments or of 
those unable to speak in English. Those experiences can be qualitatively different and are planned to 
be accommodated into future QI cycles.  
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