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Abstract 

This extensive narrative analysis investigates the complex and diverse aspects of patient experience 

within the healthcare system, placing notable attention on the frequently unrecognized roles of non-

clinical employees. The review commences by delineating the conceptual and theoretical 

underpinnings, encompassing frameworks of patient-centered care, Donabedian’s structure–

process–outcome model, and experience-based co-design, to elucidate how both clinical and non-

clinical interactions collaboratively influence outcomes such as patient satisfaction, trust, and 

adherence to treatment protocols. The report describes the transformation of the discipline 

throughout history, focusing on the amplified recognition of administrative and support personnel 

in improving patient interactions. Contemporary movements illustrate a flourishing blend of 

electronic feedback systems, an enhanced deployment of patient experience metrics, and an elevated 

attention to equity, dialogue, and organizational values. Critical assessments underscore persistent 

shortcomings, particularly the limited empirical research concerning non-clinical contributions and 

the inadequate implementation of feedback mechanisms in quality improvement initiatives. The 

aforementioned limitations are particularly pronounced in low- and middle-income nations, where 

empirical investigations remain limited despite the significant potential influence of non-clinical 

personnel on patient experiences within resource-constrained healthcare systems. Practical uses are 

demonstrated through learning initiatives, consistent tracking, and reward frameworks that help 

both medical and non-medical teams in boosting the quality-of-service delivery. The review 

demonstrates that a holistic strategy directed at patient experience demands acknowledgment of how 

clinical, administrative, and environmental factors are interconnected. Future trajectories encompass 

an enhanced amalgamation of technologically-mediated feedback, customized professional 

development for personnel, and a methodical incorporation of non-clinical viewpoints within 

patient-centric frameworks. This examination reveals the significant requirement for health care 

systems to diversify their selection of enhancement techniques to foster trust, engagement, and 

patient compliance. 

Keywords: healthcare quality; low- and middle-income countries; non-clinical staff; patient-centered 

care; patient experience; service delivery; trust and adherence 

 

Introduction 

The insights of those receiving medical attention are being progressively recognized as a 

fundamental component of healthcare excellence, which entails not merely the clinical results but 

also the human, structural, and contextual elements that impact the interpretation of care(Pines, 

2025).(1)  While medical interventions and clinical therapies are critically essential, non-clinical 

factors—such as proficient communication, administrative support, facility hygiene, waiting time 

duration, and interactions with reception or clerical staff—substantially affect patient satisfaction and 

overall well-being (Godovykh & Pizam, 2023).(2) This extensive viewpoint denotes a shift in health 

systems and policy-makers towards more holistic care models, in which the patient’s subjective 
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experience is esteemed as being of equal significance to traditional clinical indicators (de Oliveira 

Lima et al., 2025).(3) 

In earlier times, initiatives designed to uplift healthcare quality have predominantly emphasized 

clinical performance statistics: the correctness of diagnoses, the effectiveness of treatment techniques, 

safety measures for patients, and adherence to evidence-supported practices   (Moore et al., 2015).(4) 

However, as the clock has ticked on, the scale of these undertakings has increased notably. For 

example, several decades prior, quality frameworks such as Donabedian’s structure-process-outcome 

model commenced the incorporation of elements pertaining to patient perception (Guzmán-Leguel 

& Rodríguez-Lara, 2025; Chen et al., 2024).(5, 6) In more recent developments, guidelines established 

in the United Kingdom, notably the 2021 NICE guidance for adult NHS services, explicitly recognize 

the significant impact of non-clinical personnel—including receptionists, clerical staff, and domestic 

workers—on shaping patient experience (NICE, 2012/2021).(7) Simultaneously, investigations 

conducted amidst the COVID-19 pandemic have recorded a deterioration in patient experience 

metrics—not exclusively within the realm of clinical care—but also in the domains of responsiveness 

and environmental/staff interactions (e.g., hygiene standards, staff accessibility), particularly in 

healthcare institutions characterized by insufficient staffing levels. These advancements have 

transformed the discourse from a focus on “what interventions are administered” to an inquiry into 

“how care is provided” and “with whom the patient engages”—both in clinical and non-clinical 

contexts. 

In present debates, this issue stays quite crucial owing to several intertwined challenges. Firstly, 

the anticipations of patients are on an upward trajectory: individuals now demand not solely safe 

and efficacious medical treatment, but also a level of service that is characterized by respectfulness, 

efficiency, empathy, and seamlessness (Duplantier & Undem, 2025).(8) Second, Healthcare systems 

in the present day are battling substantial troubles: concerns over staffing, bureaucratic impediments, 

financial limitations, and variances in non-clinical support are generating increased patient 

discontent. Feedback shows that a majority of individuals feel pleased with their healthcare 

practitioners, including both physicians and nursing teams. Many people have expressed concerns 

about long wait times, complicated paperwork, and a shortage of info when leaving the hospital 

(Karume et al., 2025).(9) (Care Quality Commission) Third, there is an expanding volume of evidence 

indicating that lacking non-clinical interactions may unfavorably impact clinical results indirectly—

by diminishing trust, escalating stress levels, and reducing compliance with treatment protocols that 

have been prescribed (Laferton et al., 2025).(10) Fourth, and of notable significance, the regulatory 

and policy framework is increasingly placing emphasis on the patient experience (including patient 

participation and the assimilation of experiential data in regulatory reviews, among others) as an 

essential aspect of healthcare quality. 

In light of this contextual foundation, an analytical investigation into the manner in which both 

clinical and non-clinical factors collaboratively influence the patient experience is particularly 

pertinent at this juncture (Buchanan et al., 2025).(11) This inquiry will study various important 

concepts: (a) the ways in which non-clinical occupations (including administrative, reception, clerical, 

and domestic/support teams) relate to clinical tasks during patient sessions; (b) domains of the patient 

experience wherein non-clinical factors exert the most substantial impact (e.g., interpersonal 

communication, duration of waiting periods, physical environment, levels of empathy); (c) 

contemporary empirical findings (within the last five years) elucidate the relationship between non-

clinical determinants and patient satisfaction, adherence to treatment protocols, trust in healthcare 

providers, and clinical outcomes (Buchanan et al., 2025). (d) obstacles and impediments in the 

incorporation of non-clinical personnel into quality enhancement and evaluative frameworks; and 

(e) put forth ideas (learning frameworks, evaluative response systems, policy tweaks or 

administrative transformations) to elevate non-clinical contributions. 

This narrative review tries to give a complete view of what clinical and non-clinical things affect 

how patients feel. It points out holes in the current studies, mainly about non-clinical jobs, and 

suggests a thinking model with hands-on advice (Tingyu et al., 2024; Yu et al., 2025; Amjad et al., 
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2025; Veillard et al., 2025).(12-15) This article aims to broaden the discussion on patient experience by 

pointing out areas that have not gotten much attention. It also seeks to provide a base for future 

studies and policies that involve all people who care for the patient. 

Conceptual and Theoretical Background 

The patient experience includes all interactions that patients have with the health system, which 

includes direct clinical care, non-clinical interactions with staff, administrative processes, and the 

environment. This field focuses on a few main ideas: care that puts the patient first, which means 

being respectful, understanding, and responsive to what each patient wants and values; how happy 

patients are, which is about how they feel about the care they get; and how well patients stick to their 

treatment, which is usually impacted by how good their experience is (Alhuseini et al., 2025).(16) The 

idea of non-clinical roles—including receptionists, administrative staff, billing personnel, and other 

support positions—has attracted notice lately. This shows that a healthcare team involves more than 

just doctors and nurses. 

Several theories exist to help understand what patients go through. The structure–process–

outcome (SPO) model from Donabedian has been a key tool for judging healthcare quality for a while 

(De Rosis, 2024).(17) It shows how things like staffing and facilities are related to the way care is given 

through. This development, accordingly, modifies various elements like the impact on patient 

outcomes, the extent of patient satisfaction, and the commitment to followed treatment courses. 

Recent work has broadened the application of the SPO framework beyond just clinical processes. 

These studies include non-clinical staff interactions as part of the process dimension, acknowledging 

that they have an indirect but real impact on how patients do (Al-Abri & Al-Balushi, 2014).(18) 

Patient-centered care models, like the Institute of Medicine’s six quality dimensions (safety, how well 

it works, patient-centeredness, timeliness, efficiency, and fairness), also show how important 

communication, respect, and quick responses are. Clinical and non-clinical staff usually influence 

these things (De Rosis, 2024).(17) Together, these models give us a way to understand that patient 

experience in today’s health care is complicated and everything is connected (Guzmán-Leguel & 

Rodríguez-Lara, 2025).(5)  

In recent times, experience-based co-design (EBCD) frameworks have been utilized to 

investigate the manner in which patients comprehend and engage with the healthcare milieu, 

encompassing the contributions of non-clinical personnel (Macdonald et al., 2023).(19) Studies 

suggest that using patient feedback about administrative and support services in projects to improve 

quality can raise patient satisfaction and how much empathy they feel is shown (Fylan et al., 

2021).(20) Studies suggest that using patient input on admin and support services in quality 

improvement may raise patient satisfaction and feelings of being understood. 

From a conceptual point, these models agree that patient experience has many dimensions. 

These dimensions have related parts in medical, support, and place-related areas. This perspective 

has been strengthened, or complemented, by more recent perspectives in health informatics that 

claim real-time feedback systems and digital patient experience monitoring can facilitate engagement 

and synthesizing of the contributions from all team members in the groups’ effort to implement 

continuous quality improvement (Yu et al., 2025).(13) These frameworks give us a way to think about 

all the ways patients and healthcare workers interact. They provide a starting point for creating 

models that combine clinical and non-clinical factors that affect a patient’s experience (Remer et al., 

2024).(21) 

Historical Development and Evolution 

How we think about patient experience has changed a lot in recent decades. Initial approaches 

to healthcare quality were mainly about clinical results and technical skill, stressing how well medical 

treatments worked and how safe they were. Donabedian’s structure–process–outcome framework, 

among other important works, came out of the 1960s and 1970s. Early ideas about healthcare quality 
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often focused on clinical results and technical skill, stressing how well medical treatments worked 

and how safe they were. During the 1960s and 1970s, influential studies, for example, Donabedian’s 

(1966) structure–process–outcome framework, established important groundwork for systematic 

assessment of quality in healthcare, representing one of the first fully articulated models linking 

organizational structures, process of care and health outcomes in health systems (Donabedian, 1966; 

Berwick & Fox, 2016).(22, 23) In many fewer wealthy nations, the views of patients are often 

considered less important than clinical evaluations. This is partly because of limited resources, poorly 

organized administrative systems, and a lack of standard ways to report patient experiences. Also, 

the input of non-clinical staff is not well-recognized in research or practice (Moor et al., 2015).(4) 

In the 1980s and 1990s, health service researchers started to see patient-centered care as more 

important. The Institute of Medicine (IOM) said that focusing on the patient was a key part of good 

care, arguing that healthcare should consider what patients want, need, and value (Edgman-Levitan 

& Schoenbaum, 2021).(24) During this time, methods for assessing patient satisfaction came about. 

Still, they mostly looked at how patients interacted with doctors and nurses (Jenkra et al., 2023).(25) 

Even though some stories suggested that administrative and support staff could impact how patients 

viewed the quality of their care, these workers were often seen as less important (Tzelepis et al., 

2015).(26) 

In the early 2000s, the conversation around quality in healthcare started to expand and took into 

account the systemic and interpersonal aspects of patient experience. Several important policy 

documents, such as the NHS National Service Frameworks in the UK (1999–2004), made clear that 

patient experience depends on the whole care process and all staff members. This includes 

receptionists and administrative staff who affect access, communication, and continuous care. During 

this time, research on patient experience grew, and there was more proof that even short interactions 

can change how happy patients are, how well they follow their treatment plans, and what they think 

of the service quality. Still, a lot of this work kept paying attention to interactions between doctors 

and patients, so the roles of non-clinical staff were not studied as closely. 

In the last ten years, healthcare has started to see patient experience as something that can be 

measured, helped by the common use of digital feedback tools. Evidence from 2020 to 2024 shows 

that non-clinical staff, like administrative people, receptionists, and billing staff, can really change 

how patients feel, how much they trust the process, and how involved they are in their care (Berry et 

al., 2018; Schiaffino et al., 2019; Surani et al., 2022).(27-29) In hospital settings, teams use real-time 

feedback to find flaws in how they handle administrative tasks, which helps them improve patient 

happiness faster. Moreover, digital health technologies have been demonstrated to augment the 

function of non-clinical services across diverse contexts by improving workflow transparency and 

facilitating communication between patients and staff  (Ahmed et al., 2025; Dodson et al., 2024).(30, 

31) The COVID-19 pandemic made these problems clearer since limited resources and increased 

work stress showed flaws in support tasks, which hurt patients’ experience (Wong et al., 2023; 

Chemali et al., 2022).(32, 33) 

In conclusion, the study of patient experience has changed over time. It started with a focus on 

clinical results but grew to include many areas. Now, the work of all healthcare workers, not just 

doctors and nurses, is seen as important. This change shows a growing awareness that to really 

improve a patient’s experience, we need to focus on their daily interactions with the care setting, as 

well as medical treatments. 

Current Trends and Key Issues 

Recently, some key patterns came up in how patients feel about their healthcare. These patterns 

show we’re thinking about patient experience in a wider way, and that there are fresh ideas in how 

healthcare is provided. 

Firstly, there is an increasing acknowledgment that non-clinical personnel significantly influence 

patients’ perceptions regarding the quality of care received. Hospitals and clinics are noticing that 

when patients talk to receptionists, staff, and support people, it impacts how much they trust the 
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medical center, how pleased they are with the service, and how well they follow their treatment plans. 

As demonstrated in Figure 1, the contributions of non-clinical individuals are critical and they 

substantially alter many parts of the patient experience. An expanding corpus of empirical research 

elucidates that even transient encounters with non-clinical personnel, including receptionists and 

administrative staff, can profoundly affect patients’ assessments of care quality, confidence in the 

healthcare provider, and involvement in the treatment process (Locock et al., 2020; Willer et al., 2023; 

Jones et al., 2021).(34-36) 

 

Figure 1. shows a conceptual structure that sums up how both medical and non-medical things affect how 

patients feel. The model shows that contact with all workers, such as those in admin or support roles, impacts 

how happy patients are, how much they trust, and how well they stick to directions. This is impacted by the 

setting and group issues. 

Secondly, the amalgamation of technological advancements and digital evaluative frameworks 

has emerged as a salient trend. Timely patient satisfaction reviews, mobile technology, and electronic 

kiosks streamline the instant reporting of patient experiences, facilitating healthcare staff in swiftly 

recognizing areas that need betterment. These devices document not merely the evaluations 

associated with clinical activities but also highlight other crucial areas, such as wait times, exchanges 

with administrative teams, and the smoothness of operational processes (Gentili et al., 2022; Dodson 

et al., 2024) . (31  ,37 )  

Third, healthcare is shifting to holistic, patient-centered care. In this model, the care 

environment, clear communication, and empathy are as important as medical interventions. Current 

discourse acknowledges the complexity of a patient’s experience, including their emotional, 

psychological, and social well-being. These are greatly impacted by staff outside of doctors and 

nurses and also the setting. Recent healthcare rules and guidelines support this move, asking for 

regular reviews of patient opinions from everyone on the care staff (Berry et al., 2018; Gates et al., 

2022).(27, 38) 

Although healthcare professionals and nursing staff frequently engage in organized training 

focused on patient-centered conversations, the front desk employees and administrative staff may 

miss out on equivalent formal education, resulting in varied patient experiences (Locock et al., 2020; 

Jesus et al., 2025).(34, 39) Lastly, the addition of non-clinical commentary into initiatives aimed at 

enhancing quality brings forth both logistical and ethical intricacies, especially in terms of anonymity, 

equity, and potential biases in patient evaluations (Hunt et al., 2021).   (40) The COVID-19 pandemic 

accentuated these vulnerabilities, as limitations in resources, deficiencies in personnel, and increased 

operational demands exacerbated stress levels and reduced the ability for optimal patient 

engagements (Lee et al., 2025).(41) 
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A further contemporary discourse pertains to the equilibrium between the assessment of 

performance and the integration of ethical considerations. Patient responses are vital for optimizing 

rewards, advancing training initiatives, and upholding accountability. Yet, placing too much 

importance on patient evaluations might yield skewed results, primarily impacting staff whose 

duties are confined by their roles (Al-Abri & Al-Balushi, 2014; Richman & Schulman, 2022).(18, 42) 

In short, prevalent movements stress the detailed and composite traits of patient experiences, 

clarifying the pivotal significance of both medical and supportive aspects. Current problems suggest 

chances for progress through structured training, feedback systems, and policy changes. They also 

show issues with fairness, ethics, and how well things can be put into practice. Dealing with these 

concerns is key to improving patient-centered healthcare. A healthcare system that puts patients first 

must understand all the things that the patients’ happiness, confidence, and health depend on. 

Applications and Practical Implications 

Recent studies on patient experience offer important ideas for healthcare practice, policy, and 

how organizations are run. A notable application involves the incorporation of non-clinical personnel 

into quality enhancement initiatives. Healthcare institutions and outpatient facilities are 

progressively acknowledging that enhancing patient engagement extends beyond the roles of 

physicians and nursing staff; administrative personnel, receptionists, and auxiliary staff play a crucial 

role in shaping patients’ perceptions of the quality of care received (Locock et al., 2022; Coles et al., 

2020).(34, 43) Real-world strategies feature targeted training sessions, engaging workshops, and 

structured frameworks aimed at boosting interpersonal abilities and responsiveness, which in turn 

promote better patient satisfaction and trust (Hunt et al., 2021).(40) For example, contemporary 

initiatives within Australian outpatient facilities have integrated systematic training programs for 

reception and administrative personnel, culminating in quantifiable enhancements in patient 

satisfaction metrics and compliance with subsequent care protocols (Jones et al., 2021).(36)  

An additional application is found in the domain of real-time feedback mechanisms and 

technological advancements. Contemporary mobile applications, web-based surveys, and kiosk-

oriented platforms now facilitate patients in the immediate reporting of their experiences, 

encompassing both clinical and non-clinical engagements. These systems empower healthcare 

administrators to discern both the strengths and deficiencies in staff performance, observe trends 

longitudinally, and expeditiously execute corrective measures. Through the methodical acquisition 

of patient insights regarding administrative services, healthcare institutions are enabled to optimize 

resource allocation, improve procedural efficiencies, and elevate overall operational effectiveness 

(Dodson et al., 2024; Canfell et al., 2024; Toh et al., 2023; Snowdon et al., 2024).(31, 44-46) 

The process of policy formulation and the governance of organizations gain significant 

advantages from these revelations. Regulatory bodies and accreditation institutions are steadily 

enforcing that healthcare personnel collect and apply patient experience insights, thereby extending 

the focus from only clinical outcomes to also integrate both interpersonal and organizational facets 

(Snowdon et al., 2024; Bertelsen et al., 2025).(46, 47) This comprehensive viewpoint significantly 

influences strategic planning, resource distribution, and personnel development, cultivating an 

atmosphere in which patient-centered care is integrated across all tiers of the organization (Mitchell 

& Hall, 2023).(48) 

Ultimately, the influence of prioritizing non-clinical insights in the community is strikingly 

substantial. Engaging favorably with support and administrative staff not just boosts patient 

contentment but also eases pressure, strengthens involvement, and indirectly impacts health 

outcomes (Jesus et al., 2025; Locock et al., 2022).(34, 39) When health organizations see these roles as 

key to patient care, they can build a culture of empathy and constant progress. Also, when we add 

these ideas to education for health staff, both clinical and non-clinical people will start their careers 

knowing how important complete, team-based patient care is. 

In conclusion, patient experience research has useful applications in several areas. These areas 

include staff training, using digital feedback, policy creation, and changing the culture within health 

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 24 November 2025 doi:10.20944/preprints202511.1767.v1

© 2025 by the author(s). Distributed under a Creative Commons CC BY license.

https://doi.org/10.20944/preprints202511.1767.v1
http://creativecommons.org/licenses/by/4.0/


 7 of 13 

 

organizations (Dodson et al., 2024; Snowdon et al., 2024).(31, 46) By looking at both clinical and non-

clinical factors, groups can raise patient satisfaction, build stronger trust, and improve how well care 

is given. 

Critical Reflections and Gaps in the Literature 

Despite the growing emphasis on the patient experience as a complex entity, the existing 

literature uncovers notable gaps and elements that still require further exploration. A notable 

advantage of today’s research is the insight that patient experiences reach further than just the 

medical appointments, incorporating numerous environmental, structural, and interpersonal 

influences. A multitude of studies carried out in the last five years has emphasized the vital 

contributions of administrative and non-clinical personnel in affecting satisfaction, trust, and 

conformity to care protocols (Locock et al., 2022; Bragge et al., 2025).(34, 49) This is a contribution that 

forces one to consider care delivery as more than an exclusive clinical process, but rather as a team-

based process. 

However, gaps remain. Studies often underplay the role of non-clinical staff. Although there’s a 

lot of focus on medical doctors and nursing professionals, the effect of administrative receptionists, 

clerical teams, and auxiliary staff on the health outcomes of patients isn’t adequately measured or 

conceptualized. For example, research endeavors that acknowledge non-clinical functions frequently 

concentrate on isolated interactions, such as the scheduling of appointments or the processing of 

billing, rather than investigating their overarching, cumulative influence on patient experience and 

involvement (Willer et al., 2023; Leotin, 2025; Bertelsen et al., 2025).(35, 47, 50) 

A further limitation concerns the geographical distribution of existing research on patient 

experience and staff contributions. The majority of empirical studies originate from high-income 

countries—most notably the United States, Canada, the United Kingdom, and Australia—where 

healthcare systems tend to have more standardized administrative structures and stronger digital 

infrastructures (Livieri et al., 2025; Goodyear-Smith et al., 2019).(51, 52) By contrast, evidence from 

low- and middle-income countries remains markedly limited, despite the fact that systemic 

constraints in these settings may amplify the influence of non-clinical staff on patient pathways 

(Sharma et al., 2023; Shash et al., 2025).(53, 54) Patients in resource-constrained systems often 

encounter complex bureaucratic procedures, extended waiting times, and fragmented 

communication channels, all of which position administrative and support personnel as critical 

intermediaries in shaping the overall care experience. The absence of robust data from these regions 

restricts the global applicability of current models and underscores the need for comparative, context-

sensitive research to better capture these dynamics. 

Second, research seldom addresses cultural differences. Studies mainly take place in rich 

countries. Because of this, findings might not apply to other places, like poorer countries, where staff 

might greatly affect patient care. For example, variations in hierarchical frameworks, personnel 

standards, and patient anticipations across different geographical areas may influence the manner in 

which non-clinical contributions impact satisfaction and trust; however, comparative investigations 

continue to be limited in number (Sharma et al., 2023; Goodyear-Smith et al., 2019; Cipta et al., 

2024).(52, 53, 55) 

Moreover, we find a deficiency in extensive theoretical structures that combine clinical and non-

clinical influences into a singular design. In spite of the construction of theoretical frameworks, such 

as Donabedian’s structure–process–outcome model and paradigms concentrated on patient care, 

there exists a marked shortfall in research that clearly articulates the relationships between clinical 

and non-clinical roles, or recommends mechanisms by which these relationships facilitate improved 

outcomes. Present initiatives designed to use digital feedback or patient experience information for 

quality improvement are commonly fragmented and inadequately address non-clinical influences 

(Tossaint-Schoenmakers et al., 2021; De Rosis, 2024; Moayed et al., 2022).(17, 56, 57) 

In summary, the ethical and operational considerations surrounding patient feedback strategies 

continue to lack thorough investigation. While real-time assessments and evaluation mechanisms 
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yield pragmatic insights, there exists a paucity of discourse regarding the equity, confidentiality, and 

possible unforeseen repercussions for non-clinical personnel. The existing body of literature 

demonstrates a deficiency in comprehensive directives regarding the equilibrium of accountability, 

educational initiatives, and performance-based incentives, all while circumventing detrimental or 

prejudiced results. 

In conclusion, although the discipline has come far in recognizing that patient experience has 

many dimensions, key areas still require work. These include the study of non-clinical roles, 

applicability across different situations, combined conceptual models, and moral implementation of 

feedback systems. Confronting these inequalities will be essential in crafting integrated solutions 

aimed at bettering patient interactions and outcomes throughout the entire healthcare landscape 

(Jesus et al., 2025; Locock et al., 2022).(34, 39)  

Future Directions and Recommendations 

By enhancing our understanding of the patient journey, various avenues for future research and 

effective methodologies are revealed, particularly highlighting the participation of non-medical team 

members in patient-centered care strategies. One unequivocal course of action involves the 

formulation and implementation of organized training initiatives tailored for administrative and 

support staff. In spite of healthcare practitioners regularly attending organized courses for interacting 

with patients with empathy, those not in medical professions typically miss similar opportunities for 

growth. Specialized workshops, position-oriented protocols, and engaging training frameworks have 

the potential to augment interpersonal competencies, elevate responsiveness, and promote 

uniformity in patient engagements (Locock et al., 2022; Jesus et al., 2025).(34, 39) Through a systematic 

examination of the knowledge and skill deficiencies prevalent among non-clinical personnel, 

healthcare institutions can ascertain that every patient interaction serves to enhance the overall 

experience and foster trust. 

Another auspicious domain pertains to digital methodologies and instantaneous feedback 

systems. Mobile applications, internet-based surveys, and on-site kiosks facilitate patients in 

furnishing prompt evaluations regarding their encounters with both clinical and non-clinical 

personnel. These systems possess the capability to elicit detailed, personalized insights regarding 

service quality, thereby allowing administrators to observe trends, discern strengths and weaknesses, 

and execute adaptive enhancements (Dodson et al., 2024; Snowdon et al., 2024).(31, 46) The adoption 

of these devices in everyday clinical routines not just encourages persistent advancements in quality 

but also brings to light aspects of patient experience that were once ignored, covering administrative 

effectiveness, clarity of dialogue, and environmental factors. 

In conjunction with these methodologies are structures of incentives and accountability. 

Empirical evidence suggests that the association of patient feedback with positive reinforcement, 

recognition programs, or avenues for professional growth can significantly enhance personnel 

motivation to maintain high levels of engagement (Richman & Schulman, 2022; Lloyd et al., 2023).(42, 

58) On the other hand, if scores stay low, coaching or help might be needed to make sure everyone 

meets the basic goals. It’s important that these plans are fair, open, and ethical. This will keep 

unwanted harm or unfair punishment from happening to those not involved in medical care (Hunt 

et al., 2021).(40) 

In an academic context, there is an essential requirement for empirical research and theoretical 

designs that fuse together clinical aspects and external factors shaping the patient experience. Future 

investigations should delve into how interactions outside the parameters of treatment can shape 

patient trust, compliance with guidance, and overall results. It should also look at how things like 

culture, organization, and rules change those things. Comparing different cultures could show how 

context changes the impact of non-clinical staff. This could guide interventions in different health 

systems (Goodyear-Smith et al., 2019; Cipta et al., 2024; Sharma et al., 2023).(52, 53, 55) 

In summary, enhancing the patient experience demands a varied strategy that merges 

educational programs, tech innovations, reward systems, and rigorous empirical research. 
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Healthcare systems hold the power to craft more successful and enduring tactics designed to enhance 

patient satisfaction, trust, and engagement by reflecting on both clinical and non-clinical aspects. This 

will eventually improve the quality and success of their care. 

Incentives and accountability systems go hand in hand with these plans. Research shows that 

connecting patient input to rewards or focused mentoring can push workers to keep up good 

interaction standards (Lloyd et al., 2023).(58) As shown in Figure 2, the input system lets patients 

quickly grade how staff members act, which helps guide focused teaching and performance handling 

steps. 

 

Figure 2. presents a proposed operational model to improve patient experience by using feedback and staff 

training. 

Table 1 gives a summary of the main things related to patient experience that were talked about 

in this paper. It shows how clinical and non-clinical workers, processes, feedback and results are 

related. The table mixes data from current work, points out real-world uses, and goes with the idea 

(Figure 1) and how-to (Figure 2) models shown before. 

Table 1. Summary of Key Components and Implications. 

Component 

/ Theme 

Description /  

Key Points 

Evidence /  

Example Studies 
Year 

Implications / 

Applications 

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 24 November 2025 doi:10.20944/preprints202511.1767.v1

© 2025 by the author(s). Distributed under a Creative Commons CC BY license.

https://doi.org/10.20944/preprints202511.1767.v1
http://creativecommons.org/licenses/by/4.0/


 10 of 13 

 

Clinical 

Staff 
Physicians & Nurses Bragge et al. 2025 

Direct patient care, 

treatment adherence, 

clinical effectiveness 

Non-

Clinical 

Staff 

Receptionists, 

Administrative, Support 
Locock et al. 2022 

Patient satisfaction, trust 

building, engagement in 

non-clinical touchpoints 

Processes 

Clinical & 

Administrative 

workflows 

Tossaint-

Schoenmakers et 

al. 

2021 
Coordination, efficiency, 

smoother patient journey 

Feedback 

& Training 

Real-time surveys, 

coaching programs 
Lloyd et al. 2023 

Continuous improvement 

of interactions and staff 

competencies 

Outcomes 
Patient satisfaction, trust, 

adherence 

Jesus et al.; 

Snowdon et al. 

2025; 

2024 

Holistic patient experience, 

enhanced engagement, 

and better health outcomes 

Conclusion 

Table 1 shows that both kinds of interactions are important for patients. This review says that 

patient experience has many parts. It depends on medical and non-medical staff, office work, and 

where the patient is. By studying ideas, history, what’s going on now, and how they are used, it’s 

clear that patient care is greater than just dealing with illness. It also means taking care of all 

interactions inside the system. 

This analysis adds to what we know by bringing together clinical and non-clinical views. It gives 

a way to see how different parts of the patient’s experience relate to each other. It shares ways to 

make things better, like training staff, getting feedback as it happens, and using rewards (Locock et 

al., 2022; Jesus et al., 2025).(34, 39) By looking at areas not explored well, like how non-clinical staff 

affect things and what digital feedback can do, this work suggests areas for study and putting ideas 

into practice. 

In conclusion, considering feedback from all healthcare personnel is vital for better patient care. 

In summary, recognizing and including input from all healthcare staff, both clinical and non-

clinical, is very important for improving patient-centered care. Linking what we know with real 

actions can lead to bigger and lasting improvements in how patients feel, which can lead to better 

health and greater trust in healthcare (Bragge et al., 2025).(49) 

Supplementary Materials: The following supporting information can be downloaded at the website of this 

paper posted on Preprints.org. 
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