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BACKGROUND: There is a glaring lack of published ev-
idence-based strategies to improve the Hospital Con-
sumer Assessment of Healthcare Providers and Systems 
(HCAHPS) patient experience scores on the physician do-
main. Strategies that have been used are resource intensive 
and difficult to sustain. 
OBJECTIVE: We hypothesized that prompting providers to 
assess their own etiquette-based practices every 2 weeks 
over the course of 1 year would improve patient experience 
on the physician domain.
DESIGN: Randomized controlled trial.
SETTING: 4 acute care hospitals.
PARTICIPANTS: Hospitalists.
INTERVENTION: Hospitalists were randomized to the study 
or the control arm. The study arm was prompted every 2 
weeks for 12 months to report how frequently they engaged 
in 7 best-practice bedside etiquette behaviors. Control arm 
participants received similarly worded questions on quality 
improvement behaviors. 

MEASUREMENT: Provider experience scores were calcu-
lated from the physician HCAHPS and Press Ganey survey 
provider items. 

RESULTS: Physicians reported high rates of etiquette-based 
behavior at baseline, and this changed modestly over the 
study period. Self-reported etiquette behaviors were not 
associated with experience scores. The difference in dif-
ference analysis of the baseline and postintervention phy-
sician experience scores between the intervention arm and 
the control arm was not statistically significant (P = 0.71). 

CONCLUSION: In this 12-month study, biweekly reflection 
and reporting of best-practice bedside etiquette behaviors 
did not result in significant improvement on physician do-
main experience scores. It is likely that hospitalists’ self-as-
sessment of their bedside etiquette may not reflect patient 
perception of these behaviors. Furthermore, hospitalists 
may be resistant to improvement in this area since they rate 
themselves highly at baseline. Journal of Hospital Medicine 
2017;12:402-406. © 2017 Society of Hospital Medicine

Physicians have historically had limited adoption of strat-
egies to improve patient experience and often cite subop-
timal data and lack of evidence-driven strategies. 1,2 How-
ever, public reporting of hospital-level physician domain 
Hospital Consumer Assessment of Healthcare Providers and 
Systems (HCAHPS) experience scores, and more recent 
linking of payments to performance on patient experience 
metrics, have been associated with significant increases in 
physician domain scores for most of the hospitals. 3 Hospitals 
and healthcare organizations have deployed a broad range 
of strategies to engage physicians. These include emphasiz-
ing the relationship between patient experience and patient 
compliance, complaints, and malpractice lawsuits; appealing 
to physicians’ sense of competitiveness by publishing indi-

vidual provider experience scores; educating physicians on 
HCAHPS and providing them with regularly updated data; 
and development of specific techniques for improving pa-
tient-physician interaction. 4-8

Studies show that educational curricula on improving 
etiquette and communication skills for physicians lead 
to improvement in patient experience, and many such 
training programs are available to hospitals for a signifi-
cant cost.9-15 Other studies that have focused on providing 
timely and individual feedback to physicians using tools 
other than HCAHPS have shown improvement in expe-
rience in some instances. 16,17 However, these strategies are 
resource intensive, require the presence of an independent 
observer in each patient room, and may not be practical 
in many settings. Further, long-term sustainability may  
be problematic.

Since the goal of any educational intervention target-
ing physicians is routinizing best practices, and since re-
source-intensive strategies of continuous assessment and 
feedback may not be practical, we sought to test the impact 
of periodic physician self-reporting of their etiquette-based 
behavior on their patient experience scores. 
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METHODS
Subjects
Hospitalists from 4 hospitals (2 community and 2 academic) 
that are part of the same healthcare system were the study 
subjects. Hospitalists who had at least 15 unique patients re-
sponding to the routinely administered Press Ganey experi-
ence survey during the baseline period were considered eli-
gible. Eligible hospitalists were invited to enroll in the study 
if their site director confirmed that the provider was likely to 
stay with the group for the subsequent 12-month study period. 

Randomization, Intervention and Control Group 
Hospitalists were randomized to the study arm or control 
arm (1:1 randomization). Study arm participants received 
biweekly etiquette behavior (EB) surveys and were asked to 
report how frequently they performed 7 best-practice bed-
side etiquette behaviors during the previous 2-week period 
(Table 1). These behaviors were pre-defined by a consensus 
group of investigators as being amenable to self-report and 
commonly considered best practice as described in detail 
below. Control-arm participants received similarly worded 
survey on quality improvement behaviors (QIB) that would 
not be expected to impact patient experience (such as re-
viewing medications to ensure that antithrombotic prophy-
laxis was prescribed, Table 1). 

Baseline and Study Periods
A 12-month period prior to the enrollment of each hospi-
talist was considered the baseline period for that individu-
al. Hospitalist eligibility was assessed based on number of 
unique patients for each hospitalist who responded to the 
survey during this baseline period. Once enrolled, baseline 
provider-level patient experience scores were calculated 
based on the survey responses during this 12-month baseline 
period. Baseline etiquette behavior performance of the study 
was calculated from the first survey. After the initial survey, 
hospitalists received biweekly surveys (EB or QIB) for the 
12-month study period for a total of 26 surveys (including 
the initial survey). 

Survey Development, Nature of Survey, Survey  
Distribution Methods 
The EB and QIB physician self-report surveys were devel-

oped through an iterative process by the study team. The 
EB survey included elements from an etiquette-based med-
icine checklist for hospitalized patients described by Kahn 
et al. 18 We conducted a review of literature to identify evi-
dence-based practices.19-22 Research team members contrib-
uted items on best practices in etiquette-based medicine 
from their experience. Specifically, behaviors were selected 
if they met the following 4 criteria: 1) performing the be-
havior did not lead to significant increase in workload and 
was relatively easy to incorporate in the work flow; 2) oc-
currence of the behavior would be easy to note for any out-
side observer or the providers themselves; 3) the practice 
was considered to be either an evidence-based or consen-
sus-based best-practice; 4) there was consensus among study 
team members on including the item. The survey was tested 
for understandability by hospitalists who were not eligible 
for the study.

The EB survey contained 7 items related to behaviors 
that were expected to impact patient experience. The QIB 
survey contained 4 items related to behaviors that were ex-
pected to improve quality (Table 1). The initial survey also 
included questions about demographic characteristics of the 
participants. 

Survey questionnaires were sent via email every 2 weeks 
for a period of 12 months. The survey questionnaire became 
available every other week, between Friday morning and 
Tuesday midnight, during the study period. Hospitalists re-
ceived daily email reminders on each of these days with a 
link to the survey website if they did not complete the sur-
vey. They had the opportunity to report that they were not 
on service in the prior week and opt out of the survey for the 
specific 2-week period. The survey questions were available 
online as well as on a mobile device format. 

Provider Level Patient Experience Scores 
Provider-level patient experience scores were calculated 
from the physician domain Press Ganey survey items, which 
included the time that the physician spent with patients, 
the physician addressed questions/worries, the physician 
kept patients informed, the friendliness/courtesy of physi-
cian, and the skill of physician. Press Ganey responses were 
scored from 1 to 5 based on the Likert scale responses on the 
survey such that a response “very good” was scored 5 and a 

TABLE 1. Self-Reported Frequency of Best-Practice Bedside Etiquette Behaviors

Introduce Yourself: 
Always or Usually (%)

Smile: Always  
or Usually (%)

Visitor Etiquette:  
Always or Usually (%)

Sit Down: Always  
or Usually (%)

Body Language:  
Always or Usually (%)

Wrap-up: Always  
or Usually (%)

Coverage: Always  
or Usually (%)

Baseline 59.0 88.3 85.2 62.9 66.7 96.2 92.5

Quarter 1 77.66 95.01 87.77 67.56 83.03 97.34 85.82

Quarter 2 91.02 97.88 94.18 72.61 83.65 99.47 90.44

Quarter 3 88.56 97.58 96.36 80.61 89.66 99.32 90.35

Quarter 4 90.37 96.51 95.34 70.93 87.77 97.67 92.41
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response “very poor” was scored 1. Additionally, physician 
domain HCAHPS item (doctors treat with courtesy/respect, 
doctors listen carefully, doctors explain in way patients un-
derstand) responses were utilized to calculate another set of 
HCAHPS provider level experience scores. The responses 
were scored as 1 for “always” response and “0” for any oth-
er response, consistent with CMS dichotomization of these 
results for public reporting. Weighted scores were calculated 
for individual hospitalists based on the proportion of days 
each hospitalist billed for the hospitalization so that experi-
ence scores of patients who were cared for by multiple pro-
viders were assigned to each provider in proportion to the 
percent of care delivered.23 Separate composite physician 
scores were generated from the 5 Press Ganey and for the 3 
HCAHPS physician items. Each item was weighted equally, 
with the maximum possible for Press Ganey composite score 
of 25 (sum of the maximum possible score of 5 on each of the 
5 Press Ganey items) and the HCAHPS possible total was 
3 (sum of the maximum possible score of 1 on each of the 3 
HCAHPS items). 

ANALYSIS AND STATISTICAL METHODS 
We analyzed the data to assess for changes in frequency of 
self-reported behavior over the study period, changes in pro-
vider-level patient experience between baseline and study 
period, and the association between the these 2 outcomes. 
The self-reported etiquette-based behavior responses were 
scored as 1 for the lowest response (never) to 4 as the highest 
(always). With 7 questions, the maximum attainable score 
was 28. The maximum score was normalized to 100 for ease 
of interpretation (corresponding to percentage of time eti-
quette behaviors were employed, by self-report). Similarly, 
the maximum attainable self-reported QIB-related behavior 
score on the 4 questions was 16. This was also converted to 
0-100 scale for ease of comparison.

Two additional sets of analyses were performed to evalu-
ate changes in patient experience during the study period. 
First, the mean 12-month provider level patient experience 
composite score in the baseline period was compared with 
the 12-month composite score during the 12-month study 
period for the study group and the control group. These 
were assessed with and without adjusting for age, sex, race, 
and U.S. medical school graduate (USMG) status. In the 
second set of unadjusted and adjusted analyses, changes 
in biweekly composite scores during the study period were 
compared between the intervention and the control groups 
while accounting for correlation between observations from 
the same physician using mixed linear models. Linear mixed 
models were used to accommodate correlations among mul-
tiple observations made on the same physician by including 
random effects within each regression model. Furthermore, 
these models allowed us to account for unbalanced design 
in our data when not all physicians had an equal number 
of observations and data elements were collected asynchro-
nously.24 Analyses were performed in R version 3.2.2 (The R 
Project for Statistical Computing, Vienna, Austria); linear 

mixed models were performed using the ‘nlme’ package.25 
We hypothesized that self-reporting on biweekly surveys 

would result in increases in the frequency of the reported 
behavior in each arm. We also hypothesized that, because 
of biweekly reflection and self-reporting on etiquette-based 
bedside behavior, patient experience scores would increase 
in the study arm.

RESULTS
Of the 80 hospitalists approached to participate in the 
study, 64 elected to participate (80% participation rate). 
The mean response rate to the survey was 57.4% for the 
intervention arm and 85.7% for the control arm. Higher 
response rates were not associated with improved patient 
experience scores. Of the respondents, 43.1% were younger 
than 35 years of age, 51.5% practiced in academic settings, 
and 53.1% were female. There was no statistical difference 
between hospitalists’ baseline composite experience scores 
based on gender, age, academic hospitalist status, USMG 
status, and English as a second language status. Similarly, 
there were no differences in poststudy composite experience 
scores based on physician characteristics. 

Physicians reported high rates of etiquette-based behav-
ior at baseline (mean score, 83.9+/-3.3), and this showed 
moderate improvement over the study period (5.6 % [3.9%-
7.3%, P < 0.0001]). Similarly, there was a moderate increase 
in frequency of self-reported behavior in the control arm 
(6.8% [3.5%-10.1%, P < 0.0001]). Hospitalists reported on 
80.7% (77.6%-83.4%) of the biweekly surveys that they “al-
most always” wrapped up by asking, “Do you have any oth-
er questions or concerns” or something similar. In contrast, 
hospitalists reported on only 27.9% (24.7%-31.3%) of the 
biweekly survey that they “almost always” sat down in the 
patient room. 

The composite physician domain Press Ganey experience 
scores were no different for the intervention arm and the 
control arm during the 12-month baseline period (21.8 vs. 
21.7; P = 0.90) and the 12-month intervention period (21.6 
vs. 21.5; P = 0.75). Baseline self-reported behaviors were not 
associated with baseline experience scores. Similarly, there 
were no differences between the arms on composite physi-
cian domain HCAHPS experience scores during baseline 
(2.1 vs. 2.3; P = 0.13) and intervention periods (2.2 vs. 2.1; 
P = 0.33).

The difference in difference analysis of the baseline and 
postintervention composite between the intervention arm 
and the control arm was not statistically significant for Press 
Ganey composite physician experience scores (-0.163 vs. 
-0.322; P = 0.71) or HCAHPS composite physician scores 
(-0.162 vs. -0.071; P = 0.06). The results did not change 
when controlled for survey response rate (percentage bi-
weekly surveys completed by the hospitalist), age, gender, 
USMG status, English as a second language status, or per-
cent clinical effort. The difference in difference analysis of 
the individual Press Ganey and HCAHPS physician domain 
items that were used to calculate the composite score was 
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also not statistically significant (Table 2). 
Changes in self-reported etiquette-based behavior were 

not associated with any changes in composite Press Ganey 
and HCAHPS experience score or individual items of the 
composite experience scores between baseline and inter-
vention period. Similarly, biweekly self-reported etiquette 
behaviors were not associated with composite and individ-
ual item experience scores derived from responses of the pa-
tients discharged during the same 2-week reporting period. 
The intra-class correlation between observations from the 
same physician was only 0.02%, suggesting that most of the 
variation in scores was likely due to patient factors and did 
not result from differences between physicians.

DISCUSSION
This 12-month randomized multicenter study of hospitalists 
showed that repeated self-reporting of etiquette-based be-
havior results in modest reported increases in performance of 
these behaviors. However, there was no associated increase 
in provider level patient experience scores at the end of the 
study period when compared to baseline scores of the same 
physicians or when compared to the scores of the control 

group. The study demonstrated feasibility of self-reporting of 
behaviors by physicians with high participation when pro-
vided modest incentives. 

Educational and feedback strategies used to improve patient 
experience are very resource intensive. Training sessions pro-
vided at some hospitals may take hours, and sustained effects are 
unproved. The presence of an independent observer in patient 
rooms to generate feedback for providers is not scalable and 
sustainable outside of a research study environment.9-11,15,17,26-29 
We attempted to use physician repeated self-reporting to re-
inforce the important and easy to adopt components of eti-
quette-based behavior to develop a more easily sustainable 
strategy. This may have failed for several reasons. 

When combining “always” and “usually” responses, the 
physicians in our study reported a high level of etiquette be-
havior at baseline. If physicians believe that they are perform-
ing well at baseline, they would not consider this to be an 
area in need of improvement. Bigger changes in behavior may 
have been possible had the physicians rated themselves less 
favorably at baseline. Inflated or high baseline self-assessment 
of performance might also have led to limited success of other 
types of educational interventions had they been employed.  

TABLE 2. Difference in Difference Analysis of Pre-Intervention and Postintervention Physician Domain HCAHPS 
and Press Ganey Scores

Physician Domain Patient Satisfaction Item
(score range)

Difference in
Intervention Group

Difference in
Control Group P value

HCAHPS Items

Doctors treat with courtesy/respect

(0-1)
-0.088 -0.007 0.06

Doctors listen carefully

(0-1)
-0.067 0.030 0.06

Doctors explain in way you understand

(0-1)
-0.006 -0.048 0.20

HCAHPS physician composite score

(0-3)
-0.162 -0.071 0.06

Press Ganey Items

Time physician spent with you

(0-5)
-0.062 -0.045 0.88

Physician addressed questions/worries

(0-5)
-0.038 -0.144 0.24

Physician kept you informed

(0-5)
-0.010 -0.115 0.35

Friendliness/courtesy of physician

(0-5)
-0.048 -0.020 0.71

Skill of physician

(0-5)
-0.047 -0.002 0.93

Press Ganey physician composite

(0-25)
-0.163 -0.322 0.71

NOTE: Abbreviation: HCAHPS, Hospital Consumer Assessment of Healthcare Providers and Systems.



406          An Official Publication of the Society of Hospital Medicine Journal of Hospital Medicine    Vol 12  |  No 6  |  June 2017

Siddiqui et al   |   Physician Self-Reported Etiquette and HCAHPS

Studies published since the rollout of our study have shown 
that physicians significantly overestimate how frequently 
they perform these etiquette behaviors.30,31 It is likely that 
was the case in our study subjects. This may, at best, indi-
cate that a much higher change in the level of self-reported 
performance would be needed to result in meaningful actual 
changes, or worse, may render self-reported etiquette behav-
ior entirely unreliable. Interventions designed to improve et-
iquette-based behavior might need to provide feedback about 
performance. 

A program that provides education on the importance 
of etiquette-based behaviors, obtains objective measures of 
performance of these behaviors, and offers individualized 
feedback may be more likely to increase the desired behav-
iors. This is a limitation of our study. However, we aimed to 
test a method that required limited resources. Additionally, 
our method for attributing HCAHPS scores to an individu-
al physician, based on weighted scores that were calculated 
according to the proportion of days each hospitalist billed 
for the hospitalization, may be inaccurate. It is possible that 
each interaction does not contribute equally to the overall 
score. A team-based intervention and experience measure-
ments could overcome this limitation.

CONCLUSION
This randomized trial demonstrated the feasibility of self-as-
sessment of bedside etiquette behaviors by hospitalists but 
failed to demonstrate a meaningful impact on patient expe-
rience through self-report. These findings suggest that more 
intensive interventions, perhaps involving direct observa-
tion, peer-to-peer mentoring, or other techniques may be re-
quired to impact significantly physician etiquette behaviors.

Disclosure: Johns Hopkins Hospitalist Scholars Program provided funding support. 
Dr. Qayyum is a consultant for Sunovion. The other authors have nothing to report.
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