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At the core of a good physician is mastery of critical
communication skills. Good communication estab-
lishes rapport and can also heal patients. As commu-
nication is an essential ingredient of good
physicianship, the recipe starts with a fundamental
staple—the physician introduction. The physician
introduction is step 2 of Kahn’s “etiquette-based med-
icine” checklist to promote good doctoring.1 Although
such rudimentary communication skills are cemented
in kindergarten, sadly, more training is needed for
doctors. In a recent Journal of Hospital Medicine
study, interns failed to introduce themselves in 3 out
of 5 inpatient encounters.2

Despite waning introductions, increasing impor-
tance is being placed on hospitalized patient’s knowl-
edge of their treating physician’s name and role for
patient safety. The Transitions of Care Consensus Pol-
icy Statement endorsed by 6 medical societies, includ-
ing the Society of Hospital Medicine, recommend
patients know who their treating physician is while
caring for them at every step across the continuum,
including hospitalization.3 The Accreditation Council
for Graduate Medical Education requires that patients
be informed of who the supervising physician is and
understand the roles of any trainees in their care.4

Last, the death of young Lewis Blackman in South
Carolina resulted in state legislation requiring clear
identification of physicians and their roles for
patients.5 Given these recommendations, tools to
remind physicians to introduce themselves and explain
their role to patients are worth consideration. In this
issue of the Journal of Hospital Medicine, the effec-
tiveness of 2 interventions using physician photo tools
is described.6,7

Even though both studies advance our knowledge
on the effectiveness of such interventions, nonrandom
variable uptake by physicians represents a major com-
mon hurdle. Physician workload, competing priorities,
and time pressures prevent physicians from distribut-
ing such tools. Consistent adopters of the cards likely
already introduce themselves regularly. Interestingly,

physicians likely withhold the cards from patients
they perceive as unsatisfied, who ironically have the
most to gain. System changes, such as increasing
handoffs and transient coverage with resident duty
hours, can also hamper tool effectiveness through the
introduction of more physicians to remember, inher-
ently decreasing the ability of patients to identify their
treating physicians.8

Patient factors also affect the success of such inter-
ventions. Interestingly, patients’ baseline ability to
identify their physician ranged from 11% to 51% in
these studies. Such differences can be readily attrib-
uted to previous disparities noted by age, race, gender,
and education level in patient recall of their physi-
cian.8 Future work should target interventions for
these subgroups, while also accounting for the high
prevalence of low health literacy, memory impair-
ment, sleep loss, and poor vision among inpatients, all
of which can hamper such interventions.9,10

Although neither intervention improved overall
patient satisfaction, patient satisfaction is influenced by
a variety of factors unrelated to physician care, such as
nursing or the environment. Given the inherent ceiling
effect in patient satisfaction metrics, both studies were
underpowered to show minor differences. It is also
worth noting that complex social interventions depend
on their context. Although some patients may enjoy
receiving the cards, others may feel that it is not critical
to their patient satisfaction. Using a “realist eval-
uation” would ask patients what they thought of the
cards and why.11 Like one of the authors, we noted
that patients do like the cards, suggesting the problem
is not the cards but the metrics of evaluation.12

In addition to robust evaluation metrics, future

interventions should incorporate patient-centered

approaches to empower patients to ask their doctors

about their name and role. With the request coming

from patients, doctors are much more likely to com-

ply. Using lessons from marketing and advertising,

the hospital is full of “artifacts,” such as white

boards, wristbands, remote controls, and monitors,

that can be repurposed to advertise the doctor’s

name to the patient. Future advances can exploit

new mobile technologies and repurpose old ones,

such as the hospital television, to remind patients of

their care team and other critical information.

Regardless of what the future may bring, let’s face

it. . .introducing yourself properly to your patients is

always good medicine.

*Address for correspondence and reprint requests: Vineet M. Arora,
MD, 5841 S. Maryland Ave, MC 2007, AMB W216, Chicago, IL 60637;
Telephone: 773-702-8157; Fax: 773-834-2238; E-mail:
varora@uchicago.edu

Received: November 18, 2013; Accepted: November 18, 2013
2013 Society of Hospital Medicine DOI 10.1002/jhm.2131
Published online in Wiley Online Library (Wileyonlinelibrary.com).

An Official Publication of the Society of Hospital Medicine Journal of Hospital Medicine Vol 9 | No 3 | March 2014 199



References
1. Kahn MW. Etiquette-based medicine. N Engl J Med. 2008;358(19):

1988–1989.
2. Block L, Hutzler L, Habicht R, et al. Do internal medicine interns

practice etiquette-based communication? A critical look at the inpa-
tient encounter. J Hosp Med. 2013;8(11):631–634.

3. Snow V, Beck D, Budnitz T, et al. Transitions of Care Consensus pol-
icy statement: American College of Physicians, Society of General
Internal Medicine, Society of Hospital Medicine, American Geriatrics
Society, American College of Emergency Physicians, and Society for
Academic Emergency Medicine. J Hosp Med. 2009;4(6):364–370.

4. ACGME Common Program Requirements. Available at: http://
www.acgme.org/acgmeweb/Portals/0/PFAssets/ProgramRequirements/
CPRs2013.pdf. Accessed November 12, 2013.

5. Landro L. The Informed Patient. Patients Get Power of Fast Response.
Available at: http://online.wsj.com/news/articles/SB10001424052970
204047504574384591232799668. Accessed November 12, 2013.

6. Simons Y, Caprio T, Furiasse N. The impact of facecards on patients’
knowledge, satisfaction, trust, and agreement with hospital physi-
cians: a pilot study. J Hosp Med. 2014;9(3):137–141.

7. Unaka NI, White CM, Sucharew HJ. Effect of a face sheet tool on
medical team provider identification and family satisfaction. J Hosp
Med. 2014;9(3):186–188.

8. Arora V, Gangireddy S, Mehrotra A, Ginde R, Tormey M, Meltzer D.
Ability of hospitalized patients to identify their in-hospital physicians.
Arch Intern Med. 2009;169(2):199–201.

9. Yoder JC, Staisiunas PG, Meltzer DO, Knutson KL, Arora VM. Noise
and sleep among adult medical inpatients: far from a quiet night. Arch
Intern Med. 2012;172(1):68–70.

10. Press VG, Shapiro MI, Mayo AM, Meltzer DO, Arora VM. More
than meets the eye: relationship between low health literacy and poor
vision in hospitalized patients. J Health Commun. 2013;18(suppl 1):
197–204.

11. Ogrinc G, Batalden P. Realist evaluation as a framework for the
assessment of teaching about the improvement of care. J Nurs Educ.
2009;48(12):661–667.

12. Arora VM, Schaninger C, D’Arcy M, et al. Improving inpatients’ iden-
tification of their doctors: use of FACE cards. Jt Comm J Qual Patient
Saf. 2009;35(12):613–619.

Arora and Press | Time to Introduce Yourself to Patients

200 An Official Publication of the Society of Hospital Medicine Journal of Hospital Medicine Vol 9 | No 3 | March 2014


