
Full Terms & Conditions of access and use can be found at
https://www.tandfonline.com/action/journalInformation?journalCode=ycih20

Journal of Communication in Healthcare
Strategies, Media and Engagement in Global Health

ISSN: (Print) (Online) Journal homepage: https://www.tandfonline.com/loi/ycih20

‘Let me take care of you’: what can healthcare
learn from a high-end restaurant to improve the
patient experience?

Terhi Korkiakangas, Sharon Marie Weldon & Roger Kneebone

To cite this article: Terhi Korkiakangas, Sharon Marie Weldon & Roger Kneebone (2021): ‘Let
me take care of you’: what can healthcare learn from a high-end restaurant to improve the patient
experience?, Journal of Communication in Healthcare, DOI: 10.1080/17538068.2021.1877602

To link to this article:  https://doi.org/10.1080/17538068.2021.1877602

© 2021 The Author(s). Published by Informa
UK Limited, trading as Taylor & Francis
Group

Published online: 03 Feb 2021.

Submit your article to this journal 

Article views: 144

View related articles 

View Crossmark data

https://www.tandfonline.com/action/journalInformation?journalCode=ycih20
https://www.tandfonline.com/loi/ycih20
https://www.tandfonline.com/action/showCitFormats?doi=10.1080/17538068.2021.1877602
https://doi.org/10.1080/17538068.2021.1877602
https://www.tandfonline.com/action/authorSubmission?journalCode=ycih20&show=instructions
https://www.tandfonline.com/action/authorSubmission?journalCode=ycih20&show=instructions
https://www.tandfonline.com/doi/mlt/10.1080/17538068.2021.1877602
https://www.tandfonline.com/doi/mlt/10.1080/17538068.2021.1877602
http://crossmark.crossref.org/dialog/?doi=10.1080/17538068.2021.1877602&domain=pdf&date_stamp=2021-02-03
http://crossmark.crossref.org/dialog/?doi=10.1080/17538068.2021.1877602&domain=pdf&date_stamp=2021-02-03


‘Let me take care of you’: what can healthcare learn from a high-end restaurant
to improve the patient experience?
Terhi Korkiakangas a, Sharon Marie Weldon b and Roger Kneebonea

aDepartment of Surgery and Cancer, Imperial College London, London, UK; bSchool of Health Sciences, University of Greenwich, London,
UK

ABSTRACT
Background: The patient experience is associated with patient satisfaction and health
outcomes, presenting a key challenge in healthcare. The objective of the study was to
explore the principles of care in and beyond healthcare, namely in a three Michelin-starred
restaurant, and consider what, if any, principles of care from the diners’ experience could be
transferrable to healthcare.
Method: The principles of care were first explored as part of observational fieldwork in a
healthcare day surgery unit and the restaurant respectively, focusing on communication
between the professionals and the patients or the diners. Care was subsequently explored
in a series of public engagement events across the UK. The events used immersive
simulation to recreate the healthcare and the dining experiences for the general public, and
to stimulate discussion.
Results: A thematic analysis of the engagement discussions identified overarching themes in
how care was experienced in and through communication; ‘informed, not bombarded’,
‘conversation, not interrogation’, ‘environment is communication’, and ‘being met as a
person’. The themes suggested how the participants in simulation felt about the care they
received in real time and provided recommendations for improved clinical practice.
Conclusions: While practice improvements in healthcare are challenging, the patient
experience could be enhanced by learning relational aspects of care from other sectors,
including the high-end restaurant industry that focuses on meeting persons’ needs.
Simulation provides a new kind of opportunity to bring professionals and patients together
for focused discussions, prompted by immersive experiences of care and communication.
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Introduction

Improving the patient experience presents a challenge
for healthcare providers worldwide [1]. In the United
Kingdom, numerous reports place the patient experi-
ence at the centre of its National Health Service (NHS),
calling on healthcare professionals to treat patients
with compassion, dignity and respect [2,3]. The
patient experience framework [4] outlines improvement
needs in leadership, organizational culture, and com-
passionate care. To date, research reports have chiefly
drawn on surveys and feedback tools (e.g. The Friends
and Family Test) to assess the patient experience [1,5].
However, a fuller understanding of the real time experi-
ence requires attention to what care means to patients,
and how care feels when it happens. Victor Montori [6]
writes about the ‘accidents of care’ (p. 16), those see-
mingly insignificant gestures of human to human con-
nection that can have a major impact on a patient’s
experience, such as a healthcare professional stopping
and giving time to a waiting patient out of kindness

and compassion. When we better understand such ges-
tures from the frontline professionals and how they
match with what patients need, further improvements
could be designed and implemented.

In the report What Matters to Patients [7], patients
have emphasized the importance of relational
aspects of care: that healthcare professionals listen,
provide emotional support, and approach their
patients as ‘persons, not numbers’. The moments of
waiting to be seen are an important part of patient
experience yet their significance can be easily over-
looked. A recent study in an elective surgery unit
showed how those patients who had their operations
later in the day (thereby experiencing longer waiting
and prolonged fasting) rated their experience nega-
tively, including poorer communication with health-
care professionals, compared to those who had their
operation by midday [8]. This begs the question what
could be done to make the waiting experience more
pleasant, and what kinds of communication practices
matter to patients.
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Research suggests that improving humane communi-
cation is paramount for the patient experience. Person-
centred practices of high quality care embody dignity
and respect for patients [9]. Nonverbal communication,
such as smiling and eye contact, helps patients feel
acknowledged as persons rather than as case
numbers, and verbal practices, such as providing reas-
surance, updating on progress and delays, and explain-
ing results and outcomes in ‘plain language’ can
alleviate the anxieties of patients [10]. For example,
patients waiting for a Magnetic Resonance Imaging
(MRI) scan often experience fear, claustrophobia, and
anxiety when anticipating such a lengthy and spatially
constrictive examination. However, when radiologists,
nurses, and technologists communicate in a patient-
centred manner, the patients become more relaxed
and co-operative with the process [11]. Because the
patient experience is linked with how satisfied patients
are with their care and how patients feel their needs
have been met, it can have wider consequences, includ-
ing howmotivated patients are to take personal respon-
sibility for their health. Evidence shows that whether or
not patients adhere to medication or blood pressure
control is related to their communication with health-
care professionals, namely how doctors have responded
to patients’ personal beliefs and concerns [12]. When
communication meets patients’ needs on an emotional
level, it can help patients to work on staying healthy,
pointing to safer healthcare.

Despite the efforts of healthcare services to capture
patient feedback, many patients feel inhibited to speak
up when their experiences have been negative [13]. A
better understanding of real time communication
could indicate where the standards fail. It might not
be clear to the frontline healthcare providers what it
means for patients to ‘be treated as a person’ or ‘be lis-
tened to’ in fleeting moments where clinical effective-
ness is paramount [6]. In examining how compassion,
dignity, and respect are communicated in the midst
of clinical realities, it can be helpful to pay closer atten-
tion to care delivered in other sectors, including the
high-end restaurant industry. Our prior collaboration
with Heston Blumenthal’s The Fat Duck restaurant
has disclosed unexpected parallels between the work
in the operating theatre and the kitchen of this three
Michelin-starred restaurant [14]. It became evident
that excellent food from the kitchen is not enough to
ensure an outstanding dining experience. Rather,
each diner’s experience at the table must be designed
and managed by the front-of-house staff to ensure
success, inviting comparison with patients’ experi-
ences in pre-surgical settings. If the customer experi-
ence in restaurants involves much more than the
food served, and the patient experience extends
beyond medical procedures, we must explore those
aspects of care beyond the food or medical care,
turning the lens on the nuances of communication.

However, healthcare and hospitality sectors might
not be directly comparable. Firstly, there are a number
of differences in terms of the organizational complexities
of a hospital and a restaurant, the number of people
interacting with a patient in the care process compared
to a diner in a restaurant, the heightened awareness of
safety issues in healthcare, and the fact that patients
are in a charged emotional state. Put simply, going to
a restaurant is usually perceived as a pleasurable experi-
ence whereas going to hospital is not. Secondly, the cus-
tomer experience in the restaurant industry is linked
with business and revenue: when people get great
service, they are likely to return. But as one London
trauma surgeon put it, ‘I’m not really motivated to
keep having my patients coming back’. What she
means is that the ultimate goal for doctors is for their
patients to go home rather than return to hospital. Yet
at the heart of both experiences is care, and there is an
important link between the patient experience and the
cost of care in terms of health outcomes [15]. How
patients experience direct contact with healthcare pro-
fessionals can have broad economic implications when
additional costs to healthcare institutions from treating
poor outcomes are taken into account.

Thirdly, implementing lessons from other industries
to healthcare can be easier said than done. There is
extensive literature on staff engagement, satisfaction
and improvement that suggests healthcare pro-
fessionals often feel they are not able to deliver high
quality care, and that the barriers to improving care
are multiple (e.g. [16–19]). There is also a high preva-
lence of occupational stress and burnout in the
nursing profession [20–22], and as Dawson [23]
notes, when staff are under pressure and feel unsup-
ported by their organization, ‘patients clearly notice
and have a less satisfactory experience’ (p. 18). Patients
receiving care in deprived neighbourhoods report the
worst quality of care, including longer waits and less
satisfactory interactions with staff [24]. Health inequal-
ities arising from the regions lived in, ethnicity, and
socio-economic status have further implications to
the needs and the experiences of service users [25,26].

The patient experience literature also suggests
difficulties in translating knowledge of what needs to
be improved into improvements in practice. Quality
improvements are often met with resistance when
healthcare staff are reluctant to admit that problems
exist and feel that new solutions take time and resources
from their clinical work [27]. For instance, the frequent
comparison of healthcare with the aviation industry
has caused new concerns for patient safety initiatives.
While the World Health Organisation’s (WHO) Surgical
Safety Checklist is a prime example of a quality improve-
ment strategy drawn from aviation, the checklist is used
inconsistently in operating rooms around the world [28–
30]. In aviation, improvements are never an issue con-
tested when a single problem can lead to a catastrophe
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on a grand scale, yet there is scope to learn from other
industries [31]. When staff’s wellbeing and a cultural
focus are prioritized, ‘service excellence training’ with
hospitality companies such as Ritz-Carlton, Four
Seasons, and Disney have seen healthcare systems
improve and achieve their goals [32].

While learning from other sectors can be less than
straightforward in healthcare, we aim to show that
there can be scope for transferability from the restau-
rant industry in the relational aspects of compassio-
nate care (e.g. [4]). After all, the nuances of
communication or the ‘accidents of care’ [6] are not
inherently sector-specific but part of human to
human interaction. When we better understand
their importance in the patient experience, we can
begin to consider their transferability with training.
In this study, we examined what relational aspects
of care could be transferred from the customer-
focused dining experience to healthcare. To address
the question, we used a novel approach combining
field observations, immersive simulation, and public
engagement discussions to focus on two sites
where care is experienced directly: restaurants and
hospitals. The emerging field of engagement and
simulation science encourages deeper and focused
discussions that are prompted by realistic and immer-
sive real-time experiences [33]. Using engagement
and simulation, this article zoomed in on the rela-
tional moments of care as people arrived at the simu-
lated sites and waited for their food or operation.
Unpacking the differences and similarities between
dining and clinical care, and asking what participants
liked or disliked in the simulated environments, the

article generated recommendations for improving
the patient experience.

Methods and procedure

Ethics

The project, ‘Let Me Take Care of You’: How Dining and
Surgery Can Improve Care and Illuminate Each Other’s
Practices, received approval from the Ethics Board of
the University of Greenwich on 3rd November 2017
(Project ref: UREC/17.1.5.12) and from the UK Health
Research Authority on 14th February 2018 (IRAS
project ID: 240865), the site-specific NHS Foundation
Trust, and the restaurant management. Each staff
member in the hospital or the restaurant who were
observed gave consent individually on the day of the
fieldwork. Engagement participants provided consent
on the day of the engagement activity.

Two sites of field observation

The lead researcher, a social interaction specialist,
spent time immersed in the worlds of the restaurant’s
and hospital’s front-of-house, to build an ‘insider’
understanding and to document practices of care.
The two sites selected were a high-end restaurant
and an NHS day surgery unit as described in Table 1.

Engagement through simulation

The ‘Let Me Take Care of You’ – project centred on
engagement through simulation. The aim was to

Table 1. Two sites of field observation.
The Fat Duck Restaurant Field observations were undertaken in January 2018 at this three Michelin star restaurant. Founded by the celebrity

chef Heston Blumenthal, The Fat Duck in Bray delivers experimental dishes of the highest quality, executed with
technical precision. The restaurant has adopted a scientific approach to cuisine, which Blumenthal calls ‘multi-
sensory cooking’, and has won several awards, including the first place in The World’s 50 Best Restaurants. Yet the
food alone does not ensure success in this establishment. Delivering a high-quality experience is central for the
entire restaurant team. The lead researcher spent time at the restaurant from the early morning preparations
through to the lunch and dinner services, observing in the dining area and ‘the pass’ where the kitchen hands over
dishes to the waiters to be taken to the tables. The researcher recorded written notes about how the front of house
communicated with the diners from the moment they entered the front door and were seated at their tables,
paying attention to verbal and nonverbal communication, as well as the use of space, proximity, and handling of
material objects during the entire service. Further observations and information were recorded in the field notes
about how the restaurant works behind to scenes to ensure the high-quality service for each guest on the day of
service.

Day Surgery Unit of a Major
Trauma Centre

Field observations were undertaken in a day surgery unit (DSU) of a major London trauma centre in April 2018. The
purpose was to generate understanding of what constitutes patient care beyond the surgery itself. This leading
specialist centre in London has an international reputation for delivering care for some of the most seriously injured
patients across the capital while being also the home of London’s Air Ambulance. The patients who require
emergency care in the centre range from victims of road traffic accidents to those injured by knife and gun crime.
However, the hospital also delivers specialist services including elective day surgery (operations or surgical
procedures that do not involve an overnight stay in hospital). The lead researcher observed patient care in the day
surgery unit located within the major trauma centre. Observations started with early morning preparations in the
ward, including a team briefing led by the sister in charge of a team of nurses. A ‘welcome speech’ was observed in
the waiting area outside the ward near the reception desk of the DSU (see Appendix). The welcome speech was a
new initiative adopted by the hospital, developed by the Health Foundation, to improve patient experience and to
manage expectations of the day. This introduction was delivered by the senior sister to the waiting patients who
had not yet been called inside the DSU. Inside the DSU, the author observed nurses undertaking preoperative
checks as the patients’ met with anaesthetists and the operating surgeons. The lead researcher recorded written
notes about how the healthcare professionals communicated with the patients in the DSU and as patients were
sitting in their bays waiting to be seen, paying attention to verbal and nonverbal exchanges, the use of space,
proximity, and material objects, such as patient notes.
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enable the general public to experience a recreation of
care in the dining and healthcare sectors, then discuss
these experiences. Whether as diners or patients, the
general public seldom have opportunities to engage
with other people about their experiences. Even less
often do they have opportunities to engage in a
‘detached’ way that combines recollections of past
encounters with personal experience in the present.
A challenge is to separate a lived experience (e.g.
eating an actual meal or experiencing care when a
person is unwell) from thoughts and reflections upon
the processes involved. Engagement through simu-
lation offers a novel means of sharing experience
through enactment with patients, publics and pro-
fessionals within healthcare, building on an extensive
body of work by the Imperial College Centre for
Engagement and Simulation Science (ICCESS) [34–39].

Four engagement events took place across the UK,
aiming to gain a broad spread of geographical per-
spectives and immerse the general public in the lived
experience of care through simulation. A total of 75
participants, aged 18 or over, took part in these free
events followed by a group discussion. Because of
space and design constraints, each scenario (see
below) could host 16 participants at a time. An open
invitation was issued and advertised through social
media and the participating venues: Infirmary
Medical Museum (Worcester), Glasgow Science
Centre (Glasgow), Chelsea & Westminster Hospital
(London), Royal College of Nursing (London).

Simulation scenarios

Bespoke simulations were designed on the basis of the
field observations at the day surgery unit and the res-
taurant (Figures 1 and 2). While physically simple
(recreating four restaurant tables, a hospital waiting
area and a DSU), the simulations were conceptually
sophisticated. Once identified and abstracted, the
key instances of care were represented to members
of the general public through simulation, inviting par-
ticipants to immerse themselves and feel the care, to
monitor their reactions and emotions, and to discuss
these experiences as a group. Restaurant staff and

clinicians ‘played’ their own unscripted roles to
ensure authenticity, while members of the public (‘par-
ticipants’ below) immersed themselves first as
‘patients’ and then as ‘diners’. Each participant was
allocated an identity invented by the researchers so
that the participants did not disclose personal infor-
mation. The invented identity was handed out on a
piece of paper stating a name, a date of birth, and
possible allergies (e.g. penicillin, latex, dairy, gluten).
No food (water only) was served in the restaurant scen-
ario, and no surgical operations or procedures were
performed in the clinical scenario. Both scenarios (see
Table 2) played until the point where a food order
had been taken or a patient had been consented to
an operation (each simulation lasted around 10–
15 mins depending on participant numbers).

Engagement discussion

After the two scenarios, participants were invited to
discuss their experiences (Figure 3). The dialogue
took place at multiple levels: (1) professional to pro-
fessional (nurses and surgeons with front-of-house
staff and chefs); (2) recipient to recipient (patients
with diners); (3) professional to recipient (patients
with clinicians, diners with restaurant staff, patients
with restaurant staff and diners with clinicians). While
the dialogue was allowed to emerge organically, the
following prompts were used to guide the discussions:
(1) How did you feel about the simulation experience?
(exploring the initial reactions to the simulation); (2)
What did you like or dislike in the care you experi-
enced?; (3) What aspects could be transferred to
healthcare to improve the patient experience? (devel-
oping recommendations). The discussions lasted
around 30 min. The researchers transcribed the discus-
sions for thematic analysis.

Data analysis

The discussions and reflection notes were used for the-
matic analysis, a qualitative approach that uncovers
commonalities within a data set. Thematic analysis
seeks to identify, sort, and develop insight into

Table 2. Two simulation scenarios (clinical and restaurant scenarios).
Clinical scenario and the simulated clinical DSU
Participants were first seated in a simulated waiting area (Figure 1) where a nurse delivered the welcome speech about the expectations for the day (as per
Appendix). Patients were then called into the ward area one by one, using their invented identity. As patients were seated, nurses, anaesthetists, and
surgeons worked through their patient list, completing pre-operative checklists and consenting patients for their surgery. Working through the list
naturally created a situation where some patients were seen either by a nurse, an anaesthetist, or a surgeon, often in a mixed order, while other patients
waited for their turn. The pre-op checklist completed by nurses was a standard checklist used for day surgery patients, and included several questions
such as documenting allergies and medications taken, and next of kin contact details. To create hospital-like ambience, antiseptic smells were diffused in
the air and blood-pressure machine bleeps were played in the background. This aimed to maximize contextual realism.

Restaurant scenario and the simulated restaurant
Participants were invited into a simulated restaurant (Figure 2). The participants were briefed that this was a restaurant where they had made a booking a
month in advance. The participants were greeted by the front of house staff, who took their names and escorted to their tables. Waiters looked after
individual tables, poured water, talked through the menu, and took the food orders. The ambience was created with diffusing food smells and playing
classical background music creating a multi-sensory experience to maximize realism.
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patterns of meaning or themes – according to Braun
and Clarke [40] to ‘see and make sense of collective
or shared meanings and experiences’ (p. 57). These
questions sought to illuminate the concept of the
patient experience in terms of what the general
public wants and needs in their care, and what care
means for them. As Braun and Clarke suggest, thematic
analysis can be used flexibly to report ‘the obvious or
semantic meanings’ or ‘the latent meanings, the
assumptions and ideas that lie behind what is explicitly
stated (p. 58)’. Our analysis includes elements of both.
The analysis proceeded through the initial familiariz-
ation with the data set, followed by an inductive
coding of the transcripts. The development and refine-
ment of themes related to the practices and nuances of
communication continued as the broader understand-
ing of the principles of care evolved. The themes ident-
ified were emergent from the data as well as

influenced by the research observations in the two
sites. Data saturation was reached when participants’
responses no longer yielded new information within
the parameters of the three discussion prompts and
the private reflection notes. A thematic map [41] was
produced to illustrate an understanding between the
themes and the subthemes in what constitutes an
experience of care.

Results

The analysis centred on the experience of care, explor-
ing what the emerging themes imply for improving
patient experience. The core themes were: ‘informed,
not bombarded’, ‘conversation, not interrogation’,
‘environment is communication’, and ‘being met as a
person’ (see Figure 4). Each theme considered how
communication made patients or diners feel while

Figure 1. Simulated clinical DSU.
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being cared for by the frontline staff. We also con-
sidered the assumptions underpinning these themes
and what, if anything, could be transferable between
the restaurant and healthcare to improve the patient
experience.

Informed, not bombarded

We start our description with the clinical experience.
An important theme emerged about how infor-
mation was conveyed to patients in the day surgery
unit (see Appendix). Participants overwhelmingly
felt that the welcome speech bombarded patients
with information that was too much to take in prior
to surgery.

Too much information to take in and makes you feel
nervous as if you didn’t hear everything. You

couldn’t ask again as you had already been told. (Par-
ticipant in Glasgow)

There was a list of information that I couldn’t remem-
ber. There was a lot of terminology and job titles that I
didn’t understand. (Participant in London)

The information overload also provoked anxiety with
the details provided, conjuring up dramatic images
about an emergency helicopter landing (because the
DSU was within a trauma centre) and the possibility
of this causing long delays for the waiting patients in
elective surgery. Notwithstanding the anxiety this
induced, participants valued being informed about
what might happen and its possible impact on their
operation.

Their mention of the helicopter, it’s just making us
aware that there could be a delay and that we
should expect to be cared for. (Participant in London)

Figure 2. Simulated restaurant.
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In restaurants people often know what will happen as
they walk through the door: they will be seated, pro-
vided with water, and presented with the menu.

We are culturally conditioned to know the rules of the
restaurant but clinically we don’t know how to behave
and what would happen next. Am I sat in the right
place? Am I doing this right? (Participant in London)

Thus informing patients about the sequence of events
is helpful in the hospital setting. However, the accessi-
bility of information was a concern to patients. This
included language and communication barriers in
understanding the information provided. This is
especially pertinent in a global city like London but
was also voiced outside of the capital.

Nurses are not checking people’s first language and
would they be able to understand the welcome
speech. (Participant in Worcester)

The information delivered in the welcome speech was
considered to be important, yet many felt that the
verbal mode of delivery was not suitable and made
people feel confused or to ‘switch off’. However, in res-
taurants, diners felt they had time to process both the
menu and the situation at hand.

The waiter stepped back slightly to give you time to
relax. (Participant in Worcester)

You had time to think in the restaurant and time to
make decisions. (Participant in Worcester)

Even though people may be familiar with what
happens in restaurants, the time and space given to
process the arrival and the menu made the experience
feel pleasant and individualized to each diner. Diners
also had the opportunity to ask questions directly
from their allocated person (a waiter) which was not

Figure 3. Discussion room.
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possible in the waiting area of the DSU where patients
were addressed as a group.

In the restaurant, a waiter was immediately assigned
to me. Individual care will be better than group care
for the human touch (Participant in London)

The waiter knew a lot about the menu which made me
feel incredibly safe. (Participant in London)

A frequent recommendation to improve the DSU
experience was to provide the information in a
written form and send it to patients in advance. This
way the information would be familiar to patients
when a nurse delivers the welcome speech on the
day of the surgery. The written resource also drew a
comparison with the restaurant menu.

The welcome speech would be less confusing if it was
provided before you turned up and then announced
so that you know what to expect and can tune in. (Par-
ticipant in London)

A booklet of charts and pictures would be helpful, a
menu of what was happening. (Participant in
Worcester)

The processes of information transfer also required
patients to respond to many pre-operative questions
and to repeat personal information to nurses, anaes-
thetists, and surgeons so that that the healthcare pro-
fessionals could ensure they all had the same patient
information. However, many participants felt that the
style of questioning induced anxiety, leading to the
second theme around communication.

Conversation, not interrogation

Many participants felt that their communication with
the healthcare professionals was asymmetrical. Clini-
cians asked most of the questions, leaving little room
for patients to express their concerns. Some question-
ing lacked emotional understanding of patients’
anxieties about the forthcoming surgery, resembling
an interrogation rather than a two-way conversation.

I was fired with questions and had not much time to
ask and to think about things. For example, why
would I have to take my contact lenses out? (Partici-
pant in Worcester)

Figure 4. Thematic map of the experience of care.
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The nurse changed my answer and kept asking ques-
tions like a machine. (Participant in Worcester)

Some participants felt that having to repeat infor-
mation suggested there was ‘no system in place’ for
how professionals collected and shared patient
information:

Repetitive questions! I was asked about asthma twice.
Could clinicians communicate better to save rep-
etition? (Participant in Worcester)

If you have a gluten intolerance they remember it in
the restaurant. Whereas in the hospital you got
asked by different people all the time. I would prefer
one person to know. (Participant in London)

If you ask my date of birth all the time I feel you are not
taking in my information. (Participant in Worcester)

I want to feel that the professional knows this infor-
mation already and not rely so much on the individual
who may feel overwhelmed. They should have a
system in place for this. (Participant in Glasgow)

Mention of a ‘system’ signals that not all patients were
clear as to why information had to be repeated. Such
opacity undermined participants’ trust in team com-
munication, even bringing into question the compe-
tence of the clinicians caring for them. While the need
for repetition was mentioned in the welcome speech
(‘please be ready to repeat yourself over and over
again so that nurses and doctors have the same infor-
mation about you’), the fact that this was not clear to
all participants indicates how information overload
can hinder the ability to process the explanations
given. That every healthcare professional confirms per-
sonal information, such as the name and the date of
birth from each patient directly is the system in place.
While it may feel frustrating to repeat such questions,
personal identifications are crucial for patient safety.

There is often rotation between professionals. A
nurse will undertake pre-operative checks, followed
by an anaesthetist and a surgeon. Patients sit waiting
in their bays and healthcare professionals follow a list
when they see each patient. During this rotation clini-
cians frequently repeated one question: ‘Have you
been seen by X (a nurse/a doctor/an anaesthetist)?’
Many participants felt this seemingly simple question
was difficult to answer because they could not dis-
tinguish the professional roles or grasp who is who,
especially if professionals have not introduced them-
selves clearly. This made some patients feel confused
and uncomfortable.

‘Have you been seen’ was asked all the time. If they
knew that it would save some time, if they had a
system in place. (Participant in Glasgow)

It’s difficult to know who is who and what you can ask.
There are many different colours and types of uni-
forms, which is confusing. A lanyard that says
‘surgeon’ or ‘anaesthetist’ would help, because in a

restaurant you know who the matriarch is or who
the waiter is. (Participant in Worcester)

Difficult, because a waiter is assigned to you whereas
in the clinical setting you don’t have your own nurse.
(Participant in Glasgow)

Such questioning felt as if it shifted responsibility for
care to the patient.

You are responsible for the care as you have to know if
you’ve been seen by a doctor or a nurse or someone
else. (Participant in Glasgow)

Good waiters and nurses were attentive, but in clinical
care you are waiting for them rather than them
waiting for you. (Participant in London)

Information transfer was understood to be essential for
patient care, yet questioning was experienced as asym-
metrical when clinicians ‘fired’ questions without
regard to the anxieties of their patients. Many partici-
pants felt that there was insufficient room for patients’
own questions, so the interaction resembled more of
an interrogation rather than a conversation.

I got answers when I asked specific questions, but it
didn’t feel like a conversation. (Participant in
Worcester)

The conversation was more about giving the health-
care professionals what they needed rather than
what I needed and the question regarding the next
of kin made me feel like I was going to die. (Participant
in London)

Not all participants considered these interactions
negatively. Some felt reassured when multiple pro-
fessionals collected and checked their information. A
contrast was drawn with restaurants in the real world
where communication mishaps can happen.

If I have an allergy and go to a restaurant, the only
person I tell about my allergy is the waiter. Can I be
sure that they relay the information to the kitchen?
Repetition can be reassuring. (Participant in Glasgow)

Healthcare professionals conveyed empathy with the
communication procedures that they were to follow.

The anaesthetist said, ‘Sounds like we are asking a
million questions… ’ which showed empathy with
all the questioning. (Participant in Worcester)

While patients want to be informed about the issues
concerning their operation, information alone is not
sufficient to guarantee a good experience; how the
information is delivered matters. Participants felt a
more conversational and less interrogational tone
would help to show sensitivity to patients’ vulnerable
emotional state prior to surgery.

Environment is communication

Though communication is integral to an experience of
care, this is not only about information transfer. The
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environment and ambience convey either calmness or
tension to participants.

You get an immediate sense of the environment, is it
calm or is it electric. (Participant in Worcester)

In the dining area there was this ambience of the
music. But in the clinic it was tense due to the scary
details, so could we have music to calm the environ-
ment? (Participant in London)

Healthcare could learn to create a sense of ambience
that the restaurant has. As the environment can
impact on the patient. (Participant in London)

How the professionals used the space available and
their proximity with patients or diners was part of
how care was communicated.

I found the waiting room quite oppressive in a sense of
personal space which is very much like an NHS waiting
room. (Participant in London)

How professionals carry their own stress in these busy
environments affected patients’ experience of care.
Participants were sensitive to this both in hospitals
and restaurants.

If a waiter is stressed, I don’t want to know about their
stress. (Participant in London)

Clinical setting feels rushed, you feel you don’t have
time to ask questions. You know they are so busy
already and don’t want to ask them. (Participant in
Glasgow)

Restaurants can be super busy but they can manage it
in a calm way so that it all works smoothly. (Participant
in Worcester)

When people are waiting to be seen, the environment
around becomes amplified. The ambience and space,
and how the professionals move within it, can commu-
nicate a caring environment. Conversely, professionals’
preoccupation with tasks in a stressful working
environment can communicate the opposite. Paying
closer attention to the role of environment could
have important implications for the anxieties and con-
cerns that waiting patients already have.

Being met as a person

Being treated as a human being, not simply as a table
or a medical file, is at the core of the final theme, being
met as a person. This involves intertwined dimensions
of attentiveness, personal touch, and attunement.

Attentiveness
Attentiveness, and how it was conveyed verbally and
nonverbally, was critical. This involved eye contact
and smiling, as well as acknowledging people as they
arrived.

In a restaurant they come to you, they are warm and
welcoming. (Participant in Worcester)

I do like it when people smile in a positive way and
there is eye contact, and I think people should be
alert to the person they are receiving in their care. (Par-
ticipant in London)

In the clinical setting, communication was lacking in
eye contact, especially from the nurse who didn’t
look at me. In the hospital you were reassured and it
was nice, but in the restaurant simulation the staff
were very welcoming and smiling and their body
language was very welcoming. (Participant in London)

The essence for me is for people to be fully present
and giving me eye contact. It is like mindfulness and
this is what is transferrable to me. (Participant in
London)

Personal touch
It is important that people feel welcomed whether in a
restaurant or a hospital. Attentiveness combined with
a personal touch can make people feel that they
matter and have come to the right place. A simple
step, such as front-of-house staff greeting diners by
name, makes a big difference. Some participants high-
lighted reception as the important first impression of a
public establishment that colours the entire
experience.

That staff knowing your name can make people feel
they are being treated as a person. (Participant in
London)

From receptionists down to the nurses I am already
drawing conclusions about the whole place. (Partici-
pant in London)

So I was allergic to fish. In the day surgery centre they
asked if I was allergic to anything, whereas in the res-
taurant they knew I was allergic to fish. I didn’t feel as
cared for in the clinic. (Participant in London)

The restaurant’s awareness of their guests’ individual-
ity was the antithesis of the hospital scenario, where
patients had to repeat their names and personal
information to multiple healthcare professionals.
While repetition is part of a safety protocol in hospi-
tals, to many participants it suggested that clinicians
did not know who their patients were. Yet for others,
the clinicians conveyed a personal touch, perhaps
adding a personal anecdote on their file, offering a
handshake, or kneeling to their level and communi-
cating person to person.

What made a real difference in the clinical setting for
me was a little comment put on my notes – a fact
about me which gave a discussion point with all
staff. So a fact on my notes made it very personalised.
Simple and cheap! (Participant in London)

Handshake by the anaesthesia doctor was good. It
gave you confidence. (Participant in Glasgow)

Coming down to my level to make me feel like a
person. (Participant in London)
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Healthcare professionals came down to patients’ level
but in the restaurant they stay standing. (Participant in
London)

Waiters often convey their attentive personal approach
by conversing with their diners. At The Fat Duck such
talk is instrumental in gauging and responding to the
mood and emotional state of their diners.

Restaurant had a more personal touch. You were
asked about your day and how it was going. This
could be transferred to a hospital setting to put
people at ease. (A Participant at Worcester)

In the restaurant it was much more personal. If a nurse
could do it like a waiter it would be better. (Participant
in Worcester)

While attentiveness and a personalized approach (eye
contact, smiling, asking about your day) show that the
professional is noticing you, it is not the same as tuning
inwith theperson.Attunementgoes beyondwhat is gen-
erally understood as attentiveness by gauging and
sensing what a person wants or needs. ‘Small talk’ is an
apt example: Yet though the intention of small talk in a
restaurant is to make diners feel at ease and relaxed, it
can have the opposite effect if pursued insensitively.

In the restaurant scenario there was a bit too much
small talk. I didn’t want to give an account of my
day. (Participant in London)

I was asked ‘how was your day’ but it wasn’t said auth-
entically. It was the body language and that it was said
too soon. (Participant in London)

The waiter asked a question about my day but did not
seem to be interested in my answer. (Participant in
London).

I think small talk is interesting here. There was no small
talk at all in the hospital, she just went straight in,
whereas there was too much in the restaurant. (Partici-
pant in London)

Attunement is also about responding to the concerns
and anxieties of patients and diners. To make this
feel authentic, a professional must connect with what
a person needs – whether a glass of water, a smile,
or some space.

In the restaurant, I was instantly attended to and the
attentiveness carried on throughout. For example, I
was immediately offered a table, seat, and water. The
waiter asked about my day, stayed available and
took in consideration my food allergies. (Participant
in Worcester)

When you’re having a meal you don’t always want the
people who see you. In a clinical setting it’s more reas-
suring, but there is a fine balance between being
attentive and knowing when to give space. (Partici-
pant in London)

This ‘fine balance’ crystallises attunement in the pro-
vision of care in each setting, and is evident when

professionals orient to questions and provide infor-
mation. Attunement involves sensitivity towards how
the recipient might feel about the matters discussed.
Tuning in can level patients’ anxieties and make clini-
cians’ work easier. As one participant in London put
it, a bad experience is detrimental for everyone since
‘you are not only dealing with a patient, but now
you are dealing with a patient who’s had a bad
experience’.

It shouldn’t matter if it is a hospital or a restaurant as
you should make people feel good and important.
(Participant in London)

I was in first but was last to be seen which always
happens to me. Then I felt worried if my name had
been taken off the list. (Participant in Worcester)

Professionals must be sensitive to the worries and con-
cerns of those waiting. When they do not connect
effectively, a diner or a patient can quickly develop a
perception that they do not matter. Participants felt
that the waiters in the restaurant scenario were more
in tune than the clinicians.

Waiter checking if you were okay and asking if some-
thing can be done. (Participant in Glasgow)

People are in pain and anxious, and you also see these
people in restaurants. Try and get a sense of what they
need or what you can do to make them happy. (Partici-
pant in London)

You can’t remember what people say but you remem-
ber how they make you feel. (Participant in London)

Being treated as a person is ultimately what matters to
participants. Yet some participants described feeling
like an object thrown about from one clinician to the
next in the name of clinical efficiency.

In clinical, focus on efficiency in getting everyone
through the system. I felt as if I was on a conveyor
belt. (Participant in London)

If I had to say one thing… If I had to make a trip to the
doctor’s and the person could see me as a human
being rather than as a patient. (Participant in London)

Recommendations

On the basis of these findings we have compiled a list
of recommendations (Table 3) from our scenario par-
ticipants about what clinicians and restaurateurs can
learn from one another’s practices.

Discussion

The patient or customer experience is central to high
quality care [1–3]. This simulation-based study ident-
ified the key components and the finer nuances of
such experience. In both hospital and restaurant
sectors, a good or bad experience created a sense of
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polarity: whether you were treated as a person with
feelings and concerns, or as an object ‘on a conveyor
belt’. Our data suggested that a good experience
entails being informed in advance in an accessible
way; having a conversation with a professional with an
opportunity to ask questions and to address concerns;
being in a relaxing environment where professionals
can manage being busy; being treated as a person by
an attuned professional.

The clinical world is usually characterized by brief
encounters where there seems to be little time to
appreciate a patient’s individual situation as cases are
sped through the system [6]. Tuning in with the
emotional state of patients could help to ensure that
people feel cared for. On arrival people want to feel
they are welcome and have a sense of belonging to
the place they have come to, whether a hospital or a
restaurant. The participants felt simple gestures were
sufficient: showing attentiveness with eye contact,
smiling, and light conversation. However, this must
be perceived as authentic, as coming from the heart.
While the restaurant and the front-of-house hospitality
professionals in our simulations engaged in small talk,
such conversation could be sometimes perceived by
guests as ‘out of tune’: formulaic and meaningless,
inadvertently creating a feeling that the guest is an
object of a protocol (‘must talk to customers’).
Genuine sensitivity gauges whether such conversation
is wanted or not. What seems important is to establish
a feeling of being treated as a person with needs, fears,
and feelings.

Healthcare professionals can implement the rec-
ommendations in the study for daily clinical practice.
These actionable steps are behaviours that can have
immense payoffs in improving patient experience. If
we know that smiling and eye contact can go a long
way in helping patients to feel seen and acknowl-
edged, it costs nothing to implement. Likewise,
remembering that patients entering hospitals are
dealing with different levels of fear and anxiety, it
costs nothing to attune to these emotional states in
the interactions that follow. Myths and misconceptions
prevail that professionals in each sector ought to be
perfect service providers; our study suggests that

human to human interaction makes the difference,
not perfection. As one participant in Worcester put it,
‘I’m not bothered by service faux pas, it gives you a
story’. We have learned from the restaurant sector
that front-of-house staff must remain alert, improvise,
and use their senses to gauge what guests might
need [14]. Instances of effective interaction thus
focus on the individual patient or diner; this attuned
communication encapsulates elements from each of
the themes identified. Though additional resources
might be needed to develop staff training pro-
grammes to disseminate such learning and to better
adopt these practices in healthcare, long-term
benefits are likely to outweigh costs since patient
experience is related to health outcomes and the
long-term wellbeing of patients [12,15].

However, we must think critically about the feasi-
bility of implementing some of the recommendations
within healthcare. There are at least two broad
reasons why some of the recommendations might
struggle to gain traction. First, staff wellbeing is
crucial for patient experience. Clinical realities are
marked by occupational stress, lack of support from
the top down, and sometimes mistreatment of the
frontline staff, which contribute to unhappiness and
exhaustion, impacting the patient experience (e.g.
[16–19,21–23]). Seriously ill and vulnerable patients
are likely to cause additional concerns for staff not
comparable to fine-dining or other hospitality settings.
For example, the emergency departments in the US
that are located in low-income areas provide care for
large urban populations that have no access to
primary care [42]. The emergency care settings would
almost certainly need to adapt the recommendations
to suit the tensions of these work environments. The
acute needs of their patients are unlike the needs of
patients waiting for an appointment at a general prac-
titioner’s office, or indeed of the clientele using fine-
dining services. Some of the recommendations in this
article, such as the provision of written information (a
‘menu’ of the events) or small talk can be difficult to
achieve in all care environments. We should not
forget the high level of employee burnout generally
experienced in the service industry sector [43], but
not necessarily in restaurants, such as The Fat Duck,
that invest in staff satisfaction and wellbeing.

Second, improvement resistance is known to pose
challenges in healthcare. Staffmight need serious con-
vincing there is a real problem to be addressed, and it
can be difficult to sustain enthusiasm to novel prac-
tices when work priorities change [27]. The best
approach requires working with the healthcare pro-
fessionals, listening and learning from them how the
recommendations might be implemented [32]. Health-
care staff need support in improving patient experi-
ence from within rather than be directed from the
outside. This article proposes simulation as useful

Table 3. Recommendations for clinical practice.
- Welcoming nonverbal communication (smiling and eye contact)
- Receptive reception
- Small talk in moderation and context specific
- Know a person’s name
- Record anecdotes in file
- Distribute welcome information in advance in writing
- Do not present too much new information on the day of surgery
- Provide information in lay language
- Check communication issues first and ensure there is assistance if

required
- Show empathy with all questioning
- Reiterate that information must be repeated for safety reasons
- Attune to patients’ anxieties and emotions
- - Above all treat each patient and diner as a person
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way to invite healthcare professionals and patient
groups to design recommendations together in a
non-personalized environment.

Simulation offers great potential in the patient
experience research, as it can elicit feelings and
responses in the moment. Traditional measures of
the patient experience, such as surveys [1,5] are
often limited due to reductionist and pre-determined
approaches that build on questions about past
events and hence do not get to the details of real-
time interactions and emotional responses. While
surveys provide a consistent approach to gathering
data, they often use numerical ratings (Likert scales)
or yes/no answers to quantify results, building on
pre-determined questions reflecting the survey
designer’s priorities. Open-ended text options enable
respondents to elaborate but can also be overly
specific, relating to a certain event rather than to the
general feel of the experience of care. Simulation
thus provides a realistic yet safe proxy for personal
experience [33]. In this study we have used it to
place dining and clinical care alongside one another
to generate an understanding of the experience of
care directly, in a way that might not be possible
with the traditional self-report methodology.

Limitations

The generalisability of our results is limited. Firstly, the
engagement events were open to the public, hence
the participant demographics, such as age, gender,
or overall health status, could not be controlled. Simi-
larly, it was not possible to control socioeconomic indi-
cators, such as participants’ level of education or
postcode data. Future research with purposive
sampling could control these factors to examine the
possible influences of the health status, social class,
and poverty to how care is perceived.

Secondly, it was not possible delineate how the per-
ceptions and the needs of patients with life-threaten-
ing or severe conditions might differ from relatively
healthy people. Not only do people’s expectations
differ when entering a hospital or a restaurant, but
also patients’ needs are likely to differ if they are
waiting for, say, an MRI scan or a regular health
check-up. Certain patient groups, such as cancer
patients, are physically and psychologically more vul-
nerable and specific procedures can magnify the
anticipatory anxieties during the waiting periods.
Designing future research for specific patient or treat-
ment groups could help to tailor the principles of care
to their needs.

Thirdly, our study was limited to the moments of
waiting. Communication practices might need modifi-
cation when a treatment procedure versus eating at
the table are in progress. The need for interaction
with the service staff might be reduced while diners

are eating, whereas patients might require more
verbal or nonverbal support while certain procedures
are underway. It would be important that future
research expands on the different moments of the
care path to explore how the care needs change.

Finally, the methodological limitations related to
the technicalities of simulation. Our settings and
props provided considerable contextual realism,
though space was constrained in some of the
venues. This meant that restaurant tables had to be
positioned abnormally close to one another, limiting
space for the waiters to move around. This may have
affected some of the responses about the use of
space and the proximity of the professionals. Since
the rows of chairs in the simulated clinical area
meant that patients did not have enough privacy,
some participants (mainly healthcare professionals)
commented upon this as a simulation-specific limit-
ation, while other participants (mainly members of
the public) felt it was very realistic and true to their
experience of real hospitals.

Another issue was the perceived openness during
the post-simulation discussions. Some participants
may have felt reluctant to voice their concerns about
the professionals they had encountered during the
simulation so as to not cause offence. To address
such limitations, we used private reflection notes, invit-
ing participants to write down additional comments
they had not voiced during the discussion. Our
impression was that most participants appeared com-
fortable talking about their experiences, especially as
the simulation allowed that experience to be
removed from the personal.

Conclusions

The patient experience is a complex healthcare priority
which can be approached in real-time using immersive
simulation. We have explored the concept of care in
two worlds – dining and clinical practice – that are
usually kept separate (one framed as pleasurable, the
other as necessary but often unpleasant). By combin-
ing simulation and engagement we have disclosed
real-time perceptions of care and communication
that might otherwise have remained hidden. This
approach could be applied to better understand the
patient experience in other areas of healthcare, com-
paring to sectors that share similarities of process
and care, tailoring it to different patient groups and
their care journey.
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Appendix: DAY SURGERY UNIT WELCOME SPEECH

A verbatim transcript of the speech undertaken by a nurse

– Your first point of call is the reception desk, please register yourself so that the surgeons know you are here.
– FASTING: No eating and drinking at the waiting area because most patients are fasting. If escorts and relatives want to eat,

they must do so outside of the waiting area so that patients are not tempted to break the fast. Everyone is hungry.
– If you leave for a walk, please report to the reception so that we are not looking for you or think you have went home.
– We need your escort or next of kin contact number, we need to call them when you have finished surgery. This is that they

don’t come here and wait around for you. Also WE will call when you are ready, they don’t need to call here.
– Valuables: We will take your belongings and name label them, but you can also give your valuables to your escort.
– We are a major trauma hospital, we have a helicopter. If emergency comes in and we need the theatre, your case might be

delayed. Rarely, but sometimes we can have 8-9 hour delays, very rarely we will have to cancel altogether. But please know
that because we are a major trauma hospital this can have an impact on the timing of your operation.

– The first people you’ll talk to are nurses. But you will ask most of your own questions from the surgeons and anaesthetists.
– Note your own questions down now, so that when they come round you will remember them.
– Please be ready to repeat yourself over and over again so that nurses and doctors have the same information about you. We

need to ensure that we know your identity and that you have the right medication.
– There will be many people in the room sharing confidential information, please let us know if you have communication

problems.
– If you have any questions while you wait, please ask at reception. They can call me in, and if I can’t come straight away

because I am busy with patients, another nurse will come if you just wait.
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