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BACKGROUND: Inpatient service handoffs occur when
physicians who care for hospitalized patients end a period
of clinical service and handover a panel of patients to an
oncoming physician. Despite the large amount of research
on handoffs, none has described the patient perspective
when cared for by a hospitalist physician during a service
handoff.

OBJECTIVE: To describe hospitalized patients’ experiences
regarding inpatient service changes, and develop a concep-
tual framework to inform future efforts to improve service-
level handoffs.

METHODS: Interview-based qualitative analysis using in-
depth, semistructured interviews of hospitalized patients on
a nonteaching hospitalist service. Patients were interviewed
between October 2014 and December 2014 at an academic
medical center whose inpatient stay spanned a weekly
service change. We utilized an inductive approach with no a
priori hypotheses and used a constant comparative method
to generate emerging themes to develop a conceptual

model that captured the patient experience during the

transition.

RESULTS: Of patients who agreed to participate (40/43),

most (85%) were unaware that a transition had occurred

between their hospitalists. Six major themes emerged related

to patients’ experiences with hospitalist service handoffs: (1)

importance of physician-patient communication, (2) desire for

transparency in transitions, (3) an indifference toward transi-

tions, (4) importance of hospitalist-specialist communication,

(5) formation of new opportunities from a transition, and (6)

effects of bedside manner.

CONCLUSIONS: Hospitalized patients desire improved

communication and a more formalized transition process

between hospitalists during service handoffs. Hospitalists

should recognize that this transition may represent an oppor-

tunity to improve the hospitalized patient’s experience and

satisfaction. Journal of Hospital Medicine 2016;11:675–681.
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Studies examining the importance of continuity of
care have shown that patients who maintain a contin-
uous relationship with a single physician have
improved outcomes.1,2 However, most of these studies
were performed in the outpatient, rather than the
inpatient setting. With over 35 million patients admit-
ted to hospitals in 2013, along with the significant
increase in hospital discontinuity over recent years,
the impact of inpatient continuity of care on quality
outcomes and patient satisfaction is becoming increas-
ingly relevant.3,4

Service handoffs, when a physician hands over treat-
ment responsibility for a panel of patients and is not
expected to return, are a type of handoff that contrib-
utes to inpatient discontinuity. In particular, service
handoffs between hospitalists are an especially common

and inherently risky type of transition, as there is a
severing of an established relationship during a patient’s
hospitalization. Unfortunately, due to the lack of evi-
dence on the effects of service handoffs, current guide-
lines are limited in their recommendations.5 Whereas
several recent studies have begun to explore the effects
of these handoffs, no prior study has examined this issue
from a patient’s perspective.6–8

Patients are uniquely positioned to inform us about
their experiences in care transitions. Furthermore,
with patient satisfaction now affecting Medicare reim-
bursement rates, patient experiences while in the hos-
pital are becoming even more significant.9 Despite this
emphasis toward more patient-centered care, no study
has explored the hospitalized patient’s experience with
hospitalist service handoffs. Our goal was to qualita-
tively assess the hospitalized patients’ experiences with
transitions between hospitalists to develop a concep-
tual model to inform future work on improving inpa-
tient transitions of care.

METHODS
Sampling and Recruitment

We conducted bedside interviews of hospitalized patients
at an urban academic medical center from October 2014
through December 2014. The hospitalist service consists
of a physician and an advanced nurse practitioner (ANP)
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who divide a panel of patients that consist of general
medicine and subspecialty patients who are often coman-
aged with hepatology, oncology, and nephrology subspe-
cialists. We performed a purposive selection of patients
who could potentially comment on their experience with
a hospitalist service transition using the following
method: 48 hours after a service handoff (ie, an outgoing
physician completing 1 week on service, then transfers
the care of the patient to a new oncoming hospitalist),
oncoming hospitalists were approached and asked if any
patient on their service had experienced a service handoff
and still remained in the hospital. A 48-hour time period
was chosen to give the patients time to familiarize them-
selves with their new hospitalist, allowing them to prop-
erly comment on the handoff. Patients who were
managed by the ANP, who were non-English speaking,
or who were deemed to have an altered mental status
based on clinical suspicion by the interviewing physician
(C.M.W.) were excluded from participation. Following
each weekly service transition, a list of patients who met
the above criteria was collected from 4 nonteaching hos-
pitalist services, and were approached by the primary
investigator (C.M.W.) and asked if they would be willing
to participate. All patients were general medicine patients
and no exclusions were made based on physical location
within the hospital. Those who agreed provided signed
written consent prior to participation to allow access to
the electronic health records (EHRs) by study personnel.

Data Collection

Patients were administered a 9-question, semistruc-
tured interview that was informed by expert opinion
and existing literature, which was developed to elicit
their perspective regarding their transition between
hospitalists.10,11 No formal changes were made to the
interview guide during the study period, and all
patients were asked the same questions. Outcomes
from interim analysis guided further questioning in
subsequent interviews so as to increase the depth of
patient responses (ie, “Can you explain your response
in greater depth?”). Prior to the interview, patients
were read a description of a hospitalist, and were
reminded which hospitalists had cared for them dur-
ing their stay (see Supporting Information, Appendix
1, in the online version of this article). If family mem-
bers or a caregiver were present at the time of inter-
view, they were asked not to comment. No repeat
interviews were carried out.

All interviews were performed privately in single-
occupancy rooms, digitally recorded using an iPad
(Apple, Cupertino, CA) and professionally transcribed
verbatim (Rev, San Francisco, CA). All analysis was
performed using MAXQDA Software (VERBI Soft-
ware GmbH, Berlin, Germany). We obtained demo-
graphic information about each patient through chart
review

Data Analysis

Grounded theory was utilized, with an inductive
approach with no a priori hypothesis.12 The constant
comparative method was used to generate emerging
and reoccurring themes.13 Units of analysis were sen-
tences and phrases. Our research team consisted of 4
academic hospitalists, 2 with backgrounds in clinical
medicine, medical education, and qualitative analysis
(J.M.F., V.M.A.), 1 as a clinician (C.M.W.), and 1 in
health economics (D.O.M.). Interim analysis was per-
formed on a weekly basis (C.M.W.), during which
time a coding template was created and refined
through an iterative process (C.M.W., J.M.F.). All dis-
agreements in coded themes were resolved through
group discussion until full consensus was reached.
Each week, responses were assessed for thematic satu-
ration.14 Interviews were continued if new themes
arose during this analysis. Data collection was ended
once we ceased to extract new topics from partici-
pants. A summary of all themes was then presented to
a group of 10 patients who met the same inclusion
criteria for respondent validation and member check-
ing. All reporting was performed within the Standards
for Reporting Qualitative Research, with additional
guidance derived from the Consolidated Criteria for
Reporting Qualitative Research.15,16 The University of
Chicago Institutional Review Board approved this
protocol.

RESULTS
In total, 43 eligible patients were recruited, and 40
(93%) agreed to participate. Interviewed patients were
between 51 and 65 (39%) years old, had a mean age
of 54.5 (615) years, were predominantly female
(65%), African American (58%), had a median length
of stay at the time of interview of 6.5 days (interquar-
tile range [IQR]: 4–8), and had an average of 2.0
(IQR: 1–3) hospitalists oversee their care at the time
of interview (Table 1). Interview times ranged from
10:25 to 25:48 minutes, with an average of 15:32
minutes.

TABLE 1. Respondent Characteristics

Value

Response rate, n (%) 40/43 (93)
Age, mean 6 SD 54.5 6 15
Sex, n (%)

Female 26 (65)
Male 14 (35)

Race, n (%)
African American 23 (58)
White 16 (40)
Hispanic 1 (2)

Median LOS at time of interview, d (IQR) 6.5 (4–8)
Median no. of hospitalists at time of interview, n (IQR) 2.0 (1–3)

NOTE: Abbreviations: IQR, interquartile range; LOS, length of stay; SD, standard deviation.
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We identified 6 major themes on patient perceptions
of hospitalist service handoffs including (1) physician-
patient communication, (2) transparency in the hospi-
talist transition process, (3) indifference toward the
hospitalist transition, (4) hospitalist-subspecialist com-
munication, (5) recognition of new opportunities due
to a transition, and (6) hospitalists’ bedside manner
(Table 2).

Physician-Patient Communication

Communication between the physician and the patient
was an important element in patients’ assessment of
their experience. Patient’s tended to divide physician-
patient communication into 2 categories: good commu-
nication, which consisted of “open communication”
(patient 1) and patient engagement, and bad communi-
cation, which was described as physicians not sharing
information or taking the time to explain the course of
care in “words that I’ll understand” (patient 2). Patients
also described dissatisfaction with redundant communi-
cation between multiple hospitalists and the frustration
of often having to describe their clinical course to multi-
ple providers.

Transparency in Communication

The desire to have greater transparency in the handoff
process was another common theme. This was likely
due to the fact that 34/40 (85%) of surveyed patients
were unaware that a service changeover had ever taken
place. This lack of transparency was viewed to have fur-
ther downstream consequences as patients stated that
there “should be a level of transparency, and when it’s
not, then there is always trust issues” (patient 1). Upon
further questioning as to how to make the process more
transparent, many patients recommended a formalized,
face-to-face introduction involving the patient and both
hospitalists, in which the outgoing hospitalist would,
“bring you [oncoming hospitalist] in, and introduce you
to me” (patient 4).

Patients often stated that given the large spectrum
of physicians they might encounter during their stay
(ie, medical student, resident, hospitalist attending,
subspecialty fellow, subspecialist attending), clearer
definitions of physicians’ roles are needed.

Hospitalist-Specialist Communication

Concern about the communication between their hospi-
talist and subspecialist was another predominant theme.
Conflicting and unclear directions from multiple serv-
ices were especially frustrating, as a patient stated,
“One guy took me off this pill, the other guy wants me
on that pill, I’m like okay, I can’t do both” (patient 8).
Furthermore, a subset of patients referenced their sub-
specialist as their primary care provider and preferred
their subspecialist for guidance in their hospital course,
rather than their hospitalist. This often appeared in
cases where the patient had an established relationship
with the subspecialist prior to their hospitalization.

New Opportunities Due to Transition

Patients expressed positive feelings toward service
handoffs by viewing the transition as an opportunity for
medical reevaluation by a new physician. Patients told
of instances in which a specific complaint was not being
addressed by the first physician, but would be addressed
by the second (oncoming) physician. A commonly
expressed idea was that the oncoming physician “might
know something that he [Dr. B] didn’t know, and since
Dr. B was only here for a week, why not give him
[oncoming hospitalist] a chance” (patient 10). Patients
would also describe the transition as an opportunity to
form, and possibly improve, therapeutic alliances with
a new hospitalist.

Bedside Manner

Bedside manner was another commonly mentioned the-
matic element. Patients were often quick to forget prior
problems or issues that they may have suffered because
of the transition if the oncoming physician was perceived
to have a good bedside manner, often described as some-
one who formally introduced themselves, was considered
relaxed, and would take the time to sit and talk with the
patient. As a patient put it, “[S]he sat down and got to
know me. . .and asked me what I wanted to do” (patient
12). Conversely, patients described instances in which a
perceived bad bedside manner led to a poor relationship
between the physician and the patient, in which “trust
and comfort” (patient 11) were sacrificed.

Indifference Toward Transition

In contrast to some of the previous findings, which
called for improved interactions between physicians
and patients, we also discovered a theme of indifference
toward the transition. Several patients stated feelings of
trust with the medical system, and were content with
the service changeover as long as they felt that their
medical needs were being met. Patients also tended to
express a level of acceptance with the transition, and
tended to believe that this “was the price we pay for
being here [in the hospital]” (patient 7).

Conceptual Model

Following the collection and analysis of all patient
responses, all themes were utilized to construct the
ideal patient-centered service handoff. The ideal transi-
tion describes open lines of communication between all
involved parties, is facilitated by multiple modalities,
such as the EHRs and nursing staff, and recognizes the
patient as the primary stakeholder (Figure 1).

DISCUSSION
To our knowledge, this is the first qualitative investiga-
tion of the hospitalized patient’s experience with serv-
ice handoffs between hospitalists. The patient
perspective adds a personal and first-hand description
of how fragmented care may impact the hospitalized
patient experience.
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TABLE 2. Key Themes and Subthemes on Hospitalist Service Changeovers

Themes Subthemes Representative Quotes

Physician-patient communication Patients dislike redundant communication with
oncoming hospitalist.

“I mean it’s just you always have to explain your situation over and over and over again.” (patient 14)
“When I said it once already, then you’re repeating it to another doctor.. . . I feel as if that hospitalist didn’t talk

to the other hospitalist.” (patient 7)
Poor communication can negatively affect the

doctor-patient relationship.
“They don’t really want to explain things. They don’t think I’ll understand. I think ... yeah, I’m okay. You don’t

even have to put it in layman’s terms. I know medical. I’m in nursing school. I have a year left. But even if
you didn’t know that, I would still hope you would try to tell me what was going on instead of just doing it
in your head, and treating it.” (patient 2)

“I mean it’s just you always have to explain your situation over and over and over again. After a while you just
stop trusting them.” (patient 20)

Good communication can positively affect the
doctor-patient relationship.

“Just continue with the communication, the open communication, and always stress to me that I have a voice
and just going out of their way to do whatever they can to help me through whatever I’m going through.”
(patient 1)

Transparency in transition Patients want to be informed prior to a service
changeover.

“I think they should be told immediately, even maybe given prior notice, like this may happen, just so you’re
not surprised when it happens.” (patient 15)

“When the doctor approached me, he let me know that he wasn’t going to be here the next day and there was
going to be another doctor coming in. That made me feel comfortable.” (patient 9)

Patients desire a more formalized process in the
service changeover.

“People want things to be consistent. People don’t like change. They like routine. So, if he’s leaving, you’re
coming on, I’d like for him to bring you in, introduce you to me, and for you just assure me that I’ll take
care of you.” (patient 4)

“Just like when you get a new medication, you’re given all this information on it. So when you get a new hos-
pitalist, shouldn’t I get all the information on them? Like where they went to school, what they look like.”
(patient 23)

Patients want clearer definition of the roles the
physicians will play in their care.

“The first time I was hospitalized for the first time I had all these different doctors coming in, and I had the res-
idency, and the specialists, and the department, and I don’t know who’s who. What I asked them to do is
when they come in the room, which they did, but introduce it a little more for me. Write it down like these
are the special team and these are the doctors because even though they come in and give me their
name, I have no idea what they’re doing.” (patient 5)

“Someone should explain the setup and who people are. Someone would say, ‘Okay when you’re in a hospital
this is your [doctor’s] role.’ Like they should have booklets and everything.” (patient 19)

Indifference toward transition Many patients have trust in service changeovers. “[S]o as long as everybody’s on board and communicates well and efficiently, I don’t have a problem with it.”
(patient 6)

“To me, it really wasn’t no preference, as long as I was getting the care that I needed.” (patient 21)
“It’s not a concern as long as they’re on the same page.” (patient 17)

Hospitalist-specialist
communication

Patients are concerned about communication
between their hospitalist and their
subspecialists.

“The more cooks you get in the kitchen, the more things get to get lost, so I’m always concerned that they’re
not sharing the same information, especially when you’re getting asked the same questions that you might
have just answered the last hour ago.” (patient 9)

“I don’t know if the hospitalist are talking to them [subspecialist]. They haven’t got time.” (patient 35)
Patients place trust in the communication

between hospitalist and subspecialist.
“I think among the teams themselves. . .which is my pain doctor, Dr. K’s group, the oncology group itself, they

switch off and trade with each other and they all speak the same language so that works out good.”
(patient 3)

Lack of interprofessional communication can
lead to patient concern.

“I was afraid that one was going to drop the ball on something and not pass something on, or you know.”
(patient 11)

“I had numerous doctors who all seemed to not communicate with each other at all or did so by email or what-
ever. They didn’t just sit down together and say we feel this way and we feel that way. I didn’t like that at
all.” (patient 10)

New opportunities due
to transition

Patients see new doctor as opportunity for medi-
cal reevaluation.

“I see it as two heads are better than one, three heads are better than one, four heads are better than one.
When people put their heads together to work towards a common goal, especially when they’re, you
know, people working their craft, it can’t be bad.” (patient 9)

“I finally got my ears looked at. . .because I’ve asked to have my ears looked at since Monday. . .and the new
doc is trying to make an effort to look at them.” (patient 39)

Patients see service changeover as an
opportunity to form a better personal
relationship.

“Having a new hospitalist it gives you opportunity for a new beginning.” (patient 11)

Bedside manner Good bedside manner can assist in a service
changeover.

“Some of them are all business-like but some of them are, ‘Well how do you feel today? Hi, how are you?’ So
this made a little difference. You feel more comfortable. You’re going to be more comfortable with them.
Their bedside manner helps.” (patient 16)

“It’s just like when a doctor sits down and talks to you, they just seem more relaxed and more .... I know
they’re very busy and they have lots of things to do and other patients to see, but while they’re in there
with you, you know, you don’t get too much time with them. So bedside manner is just so important.”
(patient 24)

Poor bedside manner can be detrimental in
transition.

“[B]ecause they be so busy they claim they don’t have time just to sit and talk to a patient, and make sure
they all right.” (patient 17)

Wray et al | Analysis of Hospitalist Discontinuity
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Of the 6 themes, communication was found to be the
most pertinent to our respondents. Because much of
patient care is an inherently communicative activity, it
is not surprising that patients, as well as patient safety
experts, have focused on communication as an area in
need of improvement in transition processes.17,18 More-
over, multiple medical societies have directly called for
improvements within this area, and have specifically
recommended clear and direct communication of treat-
ment plans between the patient and physician, timely
exchange of information, and knowledge of who is pri-
marily in charge of the patients care.11 Not surprisingly,
each of these recommendations appears to be echoed by
our participants. This theme is especially important
given that good physician-patient communication has
been noted to be a major goal in achieving patient-
centered care, and has been positively correlated to
medication adherence, patient satisfaction, and physical
health outcomes.19–23

Although not a substitute for face-to-face interac-
tions, other communication interventions between
physicians and patients should be considered. For
example, “get to know me” posters placed in patient
rooms have been shown to encourage communication
between patients and physicians.24 Additionally, physi-
cian face cards have been used to improve patients’ abil-
ities to identify and clarify physicians’ roles in patient
care.25 As a patient put it, “If they got a new one [hospi-
talist], just as if I got a new medication. . .print out
information on them. . .like where they went to med
school, and stuff”(patient 13). These modalities may
represent highly implementable, cost-effective adjuncts

to current handoff methods that may improve lines of
communication between physicians and patients.

In addition to the importance placed on physician-
patient communication, interprofessional communica-
tion between hospitalists and subspecialists was also
highly regarded. Studies have shown that practice-based
interprofessional communication, such as daily interdis-
ciplinary rounds and the use of external facilitators, can
improve healthcare processes and outcomes.26 However,
these interventions must be weighed with the many con-
flicting factors that both hospitalists and subspecialists
face on daily basis, including high patient volumes, time
limitations, patient availability, and scheduling con-
flicts.27 None the less, the strong emphasis patients
placed on this line of communication highlights this
domain as an area in which hospitalist and subspecialist
can work together for systematic improvement.

Patients also recognized the complexity of the transfer
process between hospitalists and called for improved
transparency. For example, patients repeatedly requested
to be informed prior to any changes in their hospitalists,
a request that remains consistent with current guide-
lines.11 There also existed a strong desire for a more for-
malized process of transitioning between hospitalists,
which often described a handoff procedure that would
occur at the patient’s bedside. This desire seems to be
mirrored in the data that show that patients prefer to
interact with their care team at the bedside and report
higher satisfaction when they are involved with their
care.28,29 Unfortunately, this desire for more direct inter-
action with physicians runs counter to the current

FIG. 1. Conceptual model of the ideal patient experience with a service handoff. Abbreviations: EHR, electronic health record.
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paradigm of patient care, where most activities on
rounds do not take place at the bedside.30

In contrast to patient’s calls for improved transpar-
ency, an equally large portion of patients expressed
relative indifference to the transition. Whereas on the
surface this may seem salutary, some studies suggest
that a lack of patient activation and engagement may
have adverse effects toward patients’ overall care.31

Furthermore, others have shown evidence of better
healthcare experiences, improved health outcomes,
and lower costs in patients who are more active in
their care.30,31 Altogether, this suggests that despite
some patients’ indifference, physicians should continue
to engage patients in their hospital care.32

Although prevailing sentiments among patient
safety advocates are that patient handoffs are inher-
ently dangerous and place patients at increased risk of
adverse events, patients did not always share this con-
cern. A frequently occurring theme was that the tran-
sition is an opportunity for medical reevaluation or
the establishment of a new, possibly improved thera-
peutic alliance. Recognizing this viewpoint offers
oncoming hospitalists the opportunity to focus on
issues that the patient may have felt were not being
properly addressed with their prior physician.

Finally, although our conceptual model is not a strict
guideline, we believe that any future studies should con-
sider this framework when constructing interventions
to improve service-level handoffs. Several interventions
already exist. For instance, educational interventions,
such as patient-centered interviewing, have been shown
to improve patient satisfaction, compliance with
medications, lead to fewer lawsuits, and improve health
outcomes.33–35 Additional methods of keeping the
patient more informed include physician face sheets and
performance of the handoff at the patient’s bedside.
Although well known in nursing literature, the idea of
physicians performing handoffs at the patient’s bedside
is a particularly patient-centric process.36 This type of
intervention may have the ability to transform the hand-
off from the current state of a “2-way street,” in which
information is passed between 2 hospitalists, to a
“3-way stop,” in which both hospitalists and the patient
are able to communicate at this critical junction of care.

Although our study does offer new insight into the
effects of discontinuous care, its exploratory nature
does have limitations. First, being performed at a single
academic center limits our ability to generalize our find-
ings. Second, perspectives of those who did not wish to
participate, patients’ family members or caregivers, and
those who were not queried, could highly differ from
those we interviewed. Additionally, we did not collect
data on patients’ diagnoses or reason for admission,
thus limiting our ability to assess if certain diagnosis or
subpopulations predispose patients to experiencing a
service handoff. Third, although our study was
restricted to English-speaking patients only, we must
consider that non-English speakers would likely suffer

from even greater communication barriers than those
who took part in our study. Finally, our interviews and
data analysis were conducted by hospitalists, which
could have subconsciously influenced the interview pro-
cess, and the interpretation of patient responses. How-
ever, we tried to mitigate these issues by having the
same individual interview all participants, by using an
interview guide to ensure cross-cohort consistency, by
using open-ended questions, and by attempting to give
patients every opportunity to express themselves.

CONCLUSIONS
From a patients’ perspective, inpatient service handoffs
are often opaque experiences that are highlighted by
poor communication between physicians and patients.
Although deficits in communication and transparency
acted as barriers to a patient-centered handoff, physi-
cians should recognize that service handoffs may also
represent opportunities for improvement, and should
focus on these domains when they start on a new service.
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