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ABSTRACT 

 Medical rhetoricians within the field of Technical Communication understand 

the important interdisciplinary role of rhetoric and medical discourse, and they have 

applied this knowledge to patient narratives, disease treatment and management, end 

of life treatment, as well as health education.  

 This dissertation adds to the body of literature that has reported about medical 

communication challenges. Researchers have deliberated the hospitalist model and 

extended the debate about the need for the profession. What is unique about this study 

is that there is very little, if any, research about hospitalists’ perceptions of 

communication and the impact that the hospitalist profession has made on 

communication within the medical setting. 

 My study examines hospitalists’ perceptions of communication regarding 

patients and patient families, other medical personnel, and written communication 

such as the H&Ps, progress notes, and discharge summaries. Through interviews with 

hospitalists, nurse practitioner hospitalists, and medical personnel who work with 

hospitalists as well as observations of hospitalists’ group sessions, this case study 

reports on hospitalists perceptions of effective and ineffective communication as well 

as trust and relationship challenges that they face since the profession was 

implemented in 1996. 

 The results of this study show that continuity of care, especially regarding 

handoffs of information, is insufficient. These results point to a concern that patients 

and physicians may assume that critical patient information is documented in the 
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electronic medical reports (EMRs) when this may not be the case. It is also interesting 

that many hospitalists elect to exchange information face to face instead of reading the 

patients’ electronic medical records. This preference for face-to-face communication 

could potentially impede continuity of care when important information is not 

documented. This study also found that communication is greatly impacted by trust. 

Trust influences communication with patients and patient families, medical decisions 

and collaborations with other medical personnel, and how medical information is 

documented. 

  



Texas Tech University, Debra Burleson, August 2012 

vii 

LIST OF TABLES 

2.1 Participants Formally Interviewed ............................................................... 34  

2.2 Participants Informally Interviewed after Group Sessions .......................... 34 

2.3 Dates, Number of Participants, and Names of Participants 

in Group Sessions, 2009 ............................................................................... 36 

2.4 Example of Template used for Group Observations Field 

Notes ............................................................................................................ 40 

2.5 Summary of Challenges Noted from Participants’ 

Comments .................................................................................................... 40 

2.6 Categories of Challenges and Comments .................................................... 41 

2.7 Example of Coding/Categorizing Total Number of 

Occurrences .................................................................................................. 41 

 

 

  



Texas Tech University, Debra Burleson, August 2012 

viii 

LIST OF FIGURES 

1.1 Communication before and after the Hospitalist Model ................................ 5 

2.1 Printscreen ofNVivo Internals...................................................................... 43 

2.2 Group Sessions Internals .............................................................................. 44 

2.3 Printscreen of Hospitalists and NPHs Attributes ......................................... 45 

2.4 Printscreen of Hospitalists and NPHs Classifications 

Sheets ........................................................................................................... 46 

2.5 Themes Noted in Memos ............................................................................. 47 

2.6 Linked Memos from Transcriptions............................................................. 48 

2.7 NVivo Codes about Communication ........................................................... 50 

2.8 NVivo Codes about Technology .................................................................. 50 

2.9 Printscreen of Text Search Results “other physicians” ................................ 51 

2.10 Portion of Reference Window with Text Search Words 

Highlighted ................................................................................................... 51 

2.11 Printscreen of Node with Subcategories ...................................................... 54 

3.1 Communication Path from ER to Discharge ................................................ 83 

3.2 Example of Errors in Document using Voice Recognition 

Transcription ................................................................................................ 93 

4.1 Communication Breakdowns ..................................................................... 114 

4.2 Discharge Summary Written by the Hospitalist Who was 

the Patient’s Physician of Record .............................................................. 123 

4.3 Discharge Summary Written by the Cardiologist Who 

Consulted ................................................................................................... 124 

4.4 Example of a Discharge Summary with Missing 

Information ................................................................................................. 125 

 

 



Texas Tech University, Debra Burleson, August 2012 

1 

CHAPTER I 

INTRODUCTION 

 

In this dissertation I report the results of qualitative case study research that has 

aimed to illuminate the communication challenges that have occurred with the 

implementation of the hospitalist model. Hospitalists are board–certified internists 

who practice medicine solely within the hospital setting. Lee (2008), a family 

physician who examined the hospitalist movement in the U.S., stated, “A hospitalist 

works like a case manager for a patient’s hospital stay, working and communicating 

closely with other physicians involved in the patient’s care” (p. 146). The hospitalist 

model is a term coined to represent the inclusion of the hospitalist within the hospital 

setting. Although they are commonly referred to as hospitalists, the medical 

community also refers to them as inpatient physicians. 

To understand the significant changes that have occurred within the hospital 

setting due to the implementation of the hospitalist model, my research sought to 

identify those who communicate with hospitalists, the rhetorical strategies used to 

communicate, and the challenges of these communicative acts. Specifically, my 

research centered on the following questions: 

 How does the hospitalist define communication? 

 What are the hospitalists’ perceptions of communication challenges? 

 Has the hospitalist profession impacted communication within the hospital 

setting? 
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My research was conducted at two non–profit tertiary care hospitals, which I refer to 

as Hospital A and Hospital B. Both hospitals serve the same community and are 

approximately the same size. Although there were often fluctuations in the number of 

hospitalists, for the majority of the time of this study, Hospital A partnered with nine 

hospitalists and one nurse practitioner hospitalist (NPH); Hospital B partnered with 

twelve hospitalists and two nurse practitioner hospitalists (NPHs). My research, which 

has spanned four years, included individual interviews as well as observations of 

group meetings where hospitalists met to discuss patient cases and share information. 

 The hospitalist model has been at the center of many debates—whether or not 

the profession should exist, if the profession was achieving its purpose, and whether or 

not the medical community and the public would accept it (Pantilat, Alpers, & 

Wachter, 1999; Jancin, 2007; McMahon, 2007; and Hamel, Drazen, & Epstein, 2009; 

Wachter, 2010). There is also a debate about where academic hospitalists should be 

housed. Should they become a separate academic unit? McGinn and Centor (2008) 

researched the current medical academic structure of U.S. teaching hospitals and 

concluded that academic hospitalists should remain in the department of general 

internal medicine. Although there are still those in the medical community and the 

public who would argue against it, the profession continues to grow, numbering 

almost 30,000 (Wier et al., 2010). However, the profession continues to face 

challenges with continuity of care and handoffs of information. Bell et al. (2009) 

conducted a two–year study of six U.S. teaching medical centers to determine if 

communication between primary care physicians (PCPs) and hospitalists influenced 
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patient outcomes. To do this, they contacted a random sample of PCPs two weeks 

after their patients had been discharged from the hospital to survey them about 

communication with the hospital’s medical teams. The results of their study showed 

that 77% of the PCPs were aware that their patients had been hospitalized, and of 

these, 23% had direct communication with the inpatient physicians, and 42% of the 

patients’ discharge summaries were delivered to the PCPs within two weeks. The 

authors also noted that within 30 days of discharge, 22% of the patients died, were 

readmitted to the hospital, or visited an emergency room (ER). In their summary the 

authors stated, “Patients are being discharged from hospitals quicker and sicker than in 

previous years. Consequently, adequate follow–up and care continuity increases in 

importance” (p. 384). Recognizing the challenges related to continuity of care, 

Goldman, Pantilat, and Whitcomb (2001), medical physicians, offered six principles 

of communication. These principles included: 

1. Communicate, but do not irritate 

2. Consult the primary care physician 

3. Timeliness is next to godliness 

4. Partner with the patient 

5. Make it clear that you are the patient’s advocate 

6. Pass the baton as graciously as you received it (or even better, more  

    graciously) (p. 37S) 

 

Hospital systems are still struggling with the critical problem of handoffs of patient 

information between the hospitalist and the other physicians who care for the patient 

outside of the hospital setting. Dunn and Murphy (2008) defined the phrase “patient 

handoff” as “the transferring of patient care responsibility from one health–care 
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professional to another” (p. 9), and the term “handoff of patient information” refers to 

the information that needs to accompany the patient. 

In addition to impacting patients, the hospitalist model has also impacted the 

flow of communication among hospital administrators. Dr. Greene is the Chief 

Medical Officer at Hospital A and coordinates the hospital’s medical care and medical 

personnel, including emergency care, specialists, and hospitalists. He also coordinates 

communication between the clinical physicians and the hospital. Emerging healthcare 

technologies significantly impact hospitals, and Dr. Greene monitors and directs 

physicians in order to facilitate continuity of care while also seeking to improve 

medical care, update technologies, and adhere to governmental requirements.  

Dr. Greene meets weekly with the Director of the Hospitalist Program and the Chief 

Information Officer to discuss progress and to brainstorm ideas. In the following 

interview excerpt, he explained the importance of communication as it relates to 

implementation of the hospitalist model:  

Now that we have this model where most of the hospitalists are doing the 

inpatient care and the primary care physicians are not, then that 

communication piece becomes hugely [emphasis by participant] important for 

us moving forward.  

 

In summary, almost all areas of the hospital which have both direct and indirect 

patient interaction have felt the impact of the hospitalist model. However, of the areas 

I have mentioned, the most problematic area has been patient care.  

With few exceptions, almost all patients treated by a hospitalist are admitted 

through the emergency room (ER). For the patient who meets the hospitalist in the ER 

and assumes that her PCP is going to oversee her medical care, this realization can be 



Texas Tech University, Debra Burleson, August 2012 

5 

disturbing and alarming. Typically, most patients have never heard of a hospitalist 

until they are hospitalized. Figure 1.1 below demonstrates patient–physician 

communication before and after the hospitalist model was implemented. 

 

 

As Figure 1.1 suggests, patients depend on their physicians to guide their care while 

they are hospitalized and communicate medical information to educate them about 

their condition. Physician–patient communication directly impacts patient care. 

Although medical personnel have been aware of the adoption of the hospitalist model 

since the mid–1990s, the public is typically not aware of the model until they are 

hospitalized or a friend or family member is hospitalized.  

One example to illustrate this lag in information is a recent newspaper article. 

Although the hospitalist model has been implemented in many hospitals since the late 

1990s, on May 27, 2010, The New York Times posted an article titled, “New Breed of 

Specialist Steps In for Family Doctor,” almost fourteen years after the hospitalist 

profession began (Gross). What is interesting about the article is that the author 

portrays hospitalists as young. Gross stated, “These young doctors, coming into a 

Out-
Patient 

In-Patient 

Treated by 

PCP 

Treated by 

PCP 

Before 
Model 

Out-
Patient 

In-Patient 

Treated by 
PCP 

Treated by 
Hospitalist 

Figure 1.1 Communication before and after the Hospitalist Model 
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highly dysfunctional environment, had an affinity for working on processes and 

redesigning systems.” Although the purpose of my research is not to contest or dispute 

newsprint, this example illustrates that the public might be reading misleading 

accounts that portray hospitalists as new professionals, inexperienced, and young. 

Also, the profession has existed since 1996 and yet the article’s title states that the 

hospitalist is a “New Breed.” In comparison to Gross’s portrayal that hospitalists are 

young, the average age of hospitalists in my study was 48, with two hospitalists 

between the ages of 50 and 59, three hospitalists between 40 and 49, and one 

hospitalist between the ages of 30–39. 

Implementation of the Hospitalist Model 

Hospital personnel work within a complex institution that is dependent on a 

structured communication protocol. Sarangi and Roberts (1999) began their edited text 

which examined discourse in medical, mediation, and management settings by stating, 

“Workplaces are held together by communicative practices” (p. 1). In healthcare, these 

practices include protocols which impact patient safety and promote patient care. 

Hospital personnel also seek to minimize costs, especially in non–profit hospitals. The 

hospitalist profession began in the mid–1990s as health care costs were growing 

exponentially (Gregory, Baigelman, & Wilson, 2003). In the years from 1997 to 2009, 

with adjustments made for inflation, the actual costs of hospital services increased 

thirty–seven percent (Wier et al., 2011). Two areas had significantly impacted the 

hospital community—the Balanced Budget Act and managed care penetration. As 

explained by Gregory, Baigelman, and Wilson (2003), “Thirty–four percent of 
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hospitals experienced operating losses in 1997, and bond ratings of not–for–profit 

hospitals decreased during this period” (p. 905). Many have viewed the current state 

of medicine as a transition from focusing on patient care to focusing on medicine as a 

corporate enterprise. Poduval and Poduval (2008) questioned the ethical implications 

of medicine as a corporate enterprise. Others such as Peterson (2009) recognized that 

hospital medicine relies on patient outcomes and quality measures as the author 

reviewed publications which compared hospitalists to nonhospitalists and their impact 

on patient care. 

To determine if the goals of cost–saving and shortened hospital stays were 

being accomplished through implementation of the hospitalist model, two important 

studies were done in the early years of implementation. A study of 1706 patients over 

a 12–month period, published in The American Journal of Managed Care, compared 

outcomes of patients who were treated by the “new hospitalist service” with 

“traditional” inpatient services to determine the impact of hospitalists on patient 

groups (Kaboli, Mitchell, & Rosenthal, 2004). The authors found that patients treated 

by hospitalists had shorter lengths of stay and lower costs; however, they found that 

patients had higher costs per day when treated by hospitalists (p. 561). The authors 

further stated that the higher costs per day were because hospitalists typically run their 

own tests to verify, monitor, and diagnose medical conditions. Another study 

measured the impact of the hospitalist profession on children who were hospitalized 

and found it to be effective (Srivastava et al., 2007). The authors summarized their 

findings in the Pediatrics journal and stated, 
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Introduction of a hospitalist system in one health maintenance organization 

resulted in earlier discharges and reduced costs for children with asthma 

and dehydration compared with another one, with the largest reductions 

occurring in reducing some 2–day hospitalizations to 1 day. These findings 

suggest that hospitalists can increase efficiency and reduce costs for children 

with common pediatric conditions. (p. 267) 

 

In addition, Kulaga et al. (2004) compared patient costs with patients treated by 

hospitalists and primary care physicians and also researched educational outcomes of 

residents who were supervised by hospitalists. Their results showed that hospitalists 

decreased the patient’s length of stay and also improved the educational experience of 

the interns. Thus, these three studies suggest that the medical community’s goals of 

reducing costs and shortening the length of hospital stays have been met to some 

extent.  

This initial success encouraged many hospitals to pilot the hospitalist program. 

However, hospitals have gone beyond piloting the program; many hospitals have 

embraced it. In an article published in the September–October 2011 Physician 

Executive journal, Matzka stated, “80 percent of hospitals with over 200 beds use 

hospitalists and there are more than 30,000 hospitalists practicing in more than 3,300 

hospitals” (p. 44). The February 2009 issue of Today’s Hospitalist stated,  

. . . the number of hospitalists jumped 20%––from 19,000 to 23,000—between 

2006 and 2007. Hospitalist programs had been established in 83% of hospitals 

that had more than 200 beds. In 2007, the average number of physicians in a 

hospitalist program was 9.4, compared to 8.3 in 2006. (“Hospitalists extend,” 

para. 2–3) 

 

 Some examples that demonstrate the growth in the hospitalist profession 

include a private practice group in Fredericksburg, Virginia, which grew from three 

hospitalists in 2000 to twenty–two hospitalists in 2008. University of Massachusetts 
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Memorial Medicine Center’s number of hospitalists grew from four in 2005 to forty in 

2008, and Northwestern University Hospital in Chicago doubled its number of 

hospitalists in 2008 to forty–two in one year. The number of hospitalists at Emory 

Hospital Medicine grew from fifty–two to eighty–three in two years (2006–2008). The 

Senior Administrator for the Division of Hospitalist Medicine at Emory Hospital 

Medicine (Emory Healthcare and Emory University), discussed how his hospital 

provides hospitalist staff so that patients will have proper care. He explained: 

When a community group is ready to turn their patients over to us, we sit down 

with them and hospital administration and try to stagger the timing to give us 

time to recruit. We also set a future date for the transition to give us the 

appropriate amount of time to ramp up and fully take over that patient base.   

(Sattinger, 2008) 

 

As this hospital administrator suggests, when hospital administrations decided to 

implement the hospitalist model, they also had to negotiate how the model would be 

integrated in the hospital system. For example, some administrators determined that 

their hospitalists would either work during the day or at night, and other administrators 

determined that the hospitalists would have twenty–four hour shifts and spend the 

night at the hospital (Sox, 1999; Auerbach, Davis, & Phillips, 2001; Wellikson, 2008). 

Many different models currently exist, with the primary differences being the staffing 

arrangements (time on call, days off, etc.). At present each hospital negotiates its own 

optimal time requirements.  

In the two hospitals where I conducted research, the hospitalist model was 

implemented fourteen years ago at Hospital A and twelve years ago at Hospital B. 

Each hospital in the U.S. can choose how to implement the hospitalist model, allowing 
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each hospital to try different schedules for the hospitalists they employ. However, this 

freedom can also be problematic as hospitals sometimes do not find a schedule that is 

optimum for their staff and their patients or they settle on one schedule without 

considering patient or staff needs. For reasons such as these, over the course of this 

study, the hospitalist model at Hospital A evolved from a collaborative concept, where 

three to four hospitalists work during the day and one hospitalist rotated and stayed 

through the night, to a 12–hour shift schedule, where every hospitalist on duty worked 

a 12–hour shift. This change was significant because the hospitalist model of care was 

built on the concept that hospitalists would take over patient care when the patient was 

hospitalized. The initial arrangement was that hospitalists would have the patient’s 

electronic medical records and the transition of care from the primary care physician 

to the hospitalist would be smooth and efficient. Yet, the change to a 12–hour shift 

resulted in a more fragmented model of care for the patient, with the patient being 

treated by two hospitalists in a 24–hour period. Often the patient was seen by different 

hospitalists each day. (It should be noted, however, that if patients do not experience 

any complications during the night shift, the night hospitalist does not typically visit 

the patient.) 

 The impetus behind the change from a collaborative concept to a shift concept 

at Hospital A was the gradual increase in primary care physicians transferring hospital 

care to the hospitalists. When the hospitalist program began at Hospital A, only a few 

primary care physicians used the service. As more and more primary care physicians 

transferred their patients’ hospital care to the hospitalist service, more hospitalists 
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were hired and new shifts were also added during peak admission times. Currently, 

when the hospital administrators need more hospitalists than are on staff, they hire 

locums. Locums are licensed practitioners who work part time on a temporary basis. 

Some locums prefer the part–time hours while others work as locums to hopefully 

secure full–time employment. Hospital A is consistent with other hospitals in states 

such as Virginia, Massachusetts, and Georgia that were mentioned earlier, and these 

changes will continue as hospitals across the U.S. attempt to meet clinical demands.  

As hospitals seek to meet clinical demands, they also realize that patients need 

to understand the changes in patient care. Although it might seem that it would be the 

responsibility of the PCP who has an established relationship with the patient to tell 

the patient about the hospitalist profession, the hospitalists in this study reported that 

patients are not aware of the change when they enter the ER. A key communication 

tool that hospitals have created to inform patients of the hospitalist model is an 

informational brochure. (See Appendix A). Both Hospital A and Hospital B supply 

their clinics with brochures for their primary care physicians (PCPs) to distribute to 

their patients. It is the hospitalists’ hope that the brochures will explain the hospitalist 

profession and the relationship between the hospitalist and the primary care physician.  

 In addition to the communication tools that will assist patients in 

understanding the hospitalist profession, the medical community is also battling what 

has been referred to as “fragmentation of care,” a phrase coined to articulate the 

potential disruption of patient care. As medical care becomes increasingly 

compartmentalized, healthcare officials are seeking solutions that will provide 
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seamless communication among providers. Numerous articles have studied the issue 

of fragmentation of care (Auerbach et al., 2001; Gregory et al., 2003; Lindenauer et 

al., 2007; Wachter & Pantilat, 2001; Pham et al., 2005; Robb–Nicholson, 2006). Lee, 

in his 2008 article, “The Hospitalist Movement—a Complex Adaptive Response to 

Fragmentation of Care in Hospitals,” maintains that, ironically, the hospitalist 

movement was seen as a possible solution to the discontinuity of care between primary 

care physicians and the hospital. Lee believes that the hospitalist movement can 

improve patient safety, which he states should be the medical community’s priority. 

However, there is a need for improved communication in the form of technology 

protocols as well as written and oral communication. 

 In addition to communication challenges, many within the medical community 

found other reasons to argue against implementing the hospitalist profession. For 

example, one study reported a PCP’s comment by stating, “A requirement to admit 

one’s patient to the care of another physician strikes at the very core of the internist’s 

identity” (Sox, 1999, p. 369). At the core of comments made by those who agreed with 

Sox is that physicians have to know the patient to be able to diagnose the disease. And 

this knowledge of the patient includes information that sometimes is based on the 

physician’s intuitive decisions after years of treating the patient. In the past twenty 

years, authors have addressed the patient experience based on their own experiences 

such as Arthur Frank’s (1991) text about his personal reflections on illness, his illness 

narratives as stories of the patient experience (Frank, 1995), and Lisa Sanders’ (2009) 

book about the stories that patients tell and how these stories illuminate diagnoses. 
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Internists also noted that the pace of their day quickened and the locus of care shifted, 

and some professionals called for their colleagues to stand against the hospitalist 

model. Sox, who is an author and also an internist, wrote in The Annals of Internal 

Medicine, “For the sake of their patients if not themselves, internists must resist the 

mandatory hand–off” (1999, p. 371). Beckman (2009) shared his personal account as a 

PCP who decided to use the hospitalist service in 2007 and shared that his fears were 

confirmed after he used the service. He initially delayed the decision and stated, “I 

was worried that I would be abandoning patients when they were most vulnerable”  

(p. 890). Reflecting on his decision, he stated that his fears “that hospitalist care would 

result in ‘abandoning my patients’ has largely been validated” (p. 891). 

Nurse Practitioner Hospitalists 

Very soon after the hospitalist model was implemented, nurse practitioner 

hospitalists (NPHs) were added to help reduce the hospitalists’ patient load and 

hospitals could employ NPHs at a reduced rate, reducing medical costs (Laurant, 

Hermens, Braspenning, Sibbald, & Grol, 2004). Nurse practitioner hospitalists’ 

(NPHs) educational background is typically in nursing. As the only nurse practitioner 

at Hospital A, Ms. Ricki stated that she can assess, diagnose, and treat patients. She is 

also able to write prescriptions and handle 80–85% of all medical problems. At 

Hospital B, there were two NPHs. They are required to report to a hospitalist, who 

often was the Director of the Hospitalist Program.  

Although NPHs are required by the state to have a collaborating physician, 

each hospital determines the level of responsibility and care that NPHs are authorized 
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to give their patients. For example, at Hospital A, during the time of this study, 

hospital administrators decided to give the NPH position more responsibility than they 

previously had. Hospital A initially required Ms. Ricki, NPH, to have every order, 

including the discharge summary, signed by a hospitalist, and she was required to 

report to a hospitalist every day. During the time of this study, however, Hospital A 

relaxed its requirement so that Ms. Ricki only needed to report to a hospitalist if she 

needed guidance or if she needed to have discharge summaries signed. Every NPH at 

both hospitals in this study was female, and they shared that they felt that their 

profession benefitted patients because they approached patients from a nursing 

perspective. They felt this perspective was more nurturing, and the NPHs also felt that 

they educated patients more about their health than their fellow hospitalists. Ms. Ricki, 

the only NPH at Hospital A, stated, 

Nurse practitioner hospitalists delve into the psycho–social care and also 

preventative medicine. In the medical model, physicians look at the disease 

and nurses are trained to look at what brought them to the disease state. 

 

The statements from NPHs I interviewed mirrored the call Barratt (2005) made at the 

conclusion of his study of patients’ styles of self–presentation. Barratt (2005) 

summarized his qualitative observational case study and stated, 

. . . nurse practitioners need to have an adaptable approach to their consultation 

interactions with patients; and to be mindful of some patients’ apparent 

preference for discussion of subjective everyday life issues in conjunction with 

objective medical information, to ensure satisfactory outcomes to their 

consultations. (p. 349)  
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The NPHs I interviewed reflected Barratt’s observations in that they were passionate 

about the care that they give their patients, and their stories demonstrated the pride 

they have in their profession. 

 Ms. Smith, NPH at Hospital B, offered an example that corroborates Hargie, 

Dickson and Nelson’s (2003) findings that effective communication promotes positive 

patient outcomes. In telling this anecdote, the NPH shared that patients often do not 

take the prescribed medication or follow medical recommendations because they do 

not understand their situation nor do they understand how the recommendations will 

help them. Ms. Smith believes that patients need their physicians to educate them 

about their illness. The NPH reported a conversation she had with a family member 

whose husband had congestive heart failure. After Ms. Smith explained what was 

happening with her husband’s heart, why he was short of breath and his feet swelled, 

and what she was going to do to treat him, Ms. Smith shared that the wife said, “This 

is just so wonderful. You know this is the first time anybody has ever explained this to 

me where I can understand.” As Ms. Smith stated in her story, she believed that NPHs 

give patients the time that is needed to explain the patient’s medical disease state and 

also educate the patient. Many hospitalists also shared that they felt that hospitalists 

give patients more time that regular primary care physicians because they only work at 

the hospital and do not have to split their work time between the clinic and the 

hospital.  
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Why study hospitalists? 

The hospitalist profession is still sorting through many obstacles, and this 

study will focus on hospitalists’ perceptions of the central focus of the obstacles—

communication. Although a lot of research has been conducted on the hospitalist 

model, none of this research has yet considered hospitalists’ perceptions of the impact 

of their profession on communication within the hospital setting. It is an especially 

interesting time to study this issue because most of the hospitalists in this study were 

not specifically trained to be hospitalists. The study also explores the hospitalist 

movement ten years after implementing the model in the two hospitals where I 

conducted research. Future researchers will be able to refer to this case study for 

insights about the hospitalist profession. Although it is not generalizable to all 

hospitals in the U.S., this study will provide participants’ perceptions of their 

experiences as a basis for future studies. It should also be noted that results from 

Hospital A were consistent with the results from Hospital B. 

 In the context of my study, when I refer to the term, “medical personnel,” the 

term includes medical personnel within the hospital setting as well as medical 

personnel outside the hospital. The two common categories of medical personnel 

outside of the hospital setting are the patient’s PCP and the patient’s specialist if the 

specialist is not consulted while the patient is hospitalized. Medical personnel within 

the hospital setting would include lab technicians, ER physicians, nurses, pharmacists, 

IT personnel, and administrators. 

With the implementation of the hospitalist model, the most significant 

challenge facing the health care community is continuity of care (Roy et al., 2005; van 
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Walraven, Mamdani, Fang, & Austin, 2004; van Walraven, Seth, Austin, & Laupacis, 

2002). Continuity of care refers to continuous care for the patient whether as an 

outpatient, clinical patient, or inpatient. The primary mode of communication among 

the various health care professionals who care for a hospitalized patient is through the 

discharge summary; however, if the summary is not delivered to the follow–up 

physician, patient care is compromised (van Walraven, Seth, & Laupacis, 2002). Key–

Solle et al. (2010) explained, "The new model of care has created an urgent need for 

strong communication between inpatient and outpatient physicians during transitions 

of care” (p. 735). The authors’ study indicated that there is an alarming disconnect in 

communication between the hospital and PCPs during the discharge summary process. 

Van Walraven, Seth, and Laupacis (2002) stated that the “situation where patients 

discharged from the care of hospitalists are returned to the care of their regular 

physicians is ideal for studying communication among physicians” (p. 738). Their 

study was based on 6,619 follow–up visits of clinical patients after being discharged 

from a hospital where they were treated by hospitalists. Of those studied, 85% of the 

patients had no discharge summaries available for their PCPs when they had their 

follow–up checkups with the PCPs. In an eighteen–month study conducted in a large 

teaching hospital, the authors found that 35.9% of recommended workups following 

discharge were not completed (Moore, McGinn, & Halm, 2007). 

Two main areas of focus in the handoff of information centered on 

communication between hospitalists and PCPs and communication and between 

hospitalists and emergency room (ER) physicians. Within these two professional 
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groups, researchers have found ineffective communication practices. Sandhu, Dale, 

Stallard, Crouch, and Glucksman (2009) compared communication skills of nurse 

practitioners and doctors as they consulted with patients. The authors found that 

patients were more satisfied with they were allowed to participate in the consultations. 

Healthcare researchers have found that poor handoffs of communication contribute to 

the absence of the patient’s medical information. Apker, Mallak, and Gibson’s 2007 

study referred to this lack of information as a lack of patient familiarity. The authors 

mentioned hospitalists' frustration with ER physicians because the ER physicians and 

hospitalists “have divergent expectations for the information that should be 

communicated” (p. 888). By “divergent expectations,” the authors explained that ER 

physicians must make quick decisions based on very little information, and 

hospitalists must consider all of the options and run a series of tests before they decide 

on a treatment plan. In addition to the hospitalists’ lack of patient familiarity, 

McAlearney’s 2004 study, published in The Journal of Family Practice, found that a 

major risk of hospitalist programs “is poor communication, an issue raised in nearly 

every article discussing the hospitalist model” (p. 477). Although there are tensions 

between PCPs and hospitalists, there are also tensions within the hospital setting.  

At the two mid–sized tertiary care hospitals where I gathered data, Hospital A 

had implemented the model in 1998 and Hospital B implemented the hospitalist model 

in 2000. Although hospitalists might be thought of as young professionals who are 

new to the hospital setting (Gross, 2010), clinical physicians are aware that hospitalists 

are experienced physicians who prefer to treat patients with acute care needs in the 



Texas Tech University, Debra Burleson, August 2012 

19 

hospital. In this study, all three physicians who have administrative responsibilities 

within the two hospitalist programs indicated that they depend on the clinical 

physicians to communicate to patients the role of the hospitalist before patients are 

hospitalized. This communication should happen during the routine patient visit to the 

clinic; otherwise, the patients do not get information that they should know before 

they are hospitalized. As Dr. Jones, Coordinator of the Hospitalist Program at Hospital 

B, stated in a 2009 interview, nine years after his hospital had implemented the 

hospitalist model, “For many people the hospitalist is a very novel concept.” If the 

hospitalist model is “a very novel concept” to patients who are admitted and if the 

hospitalists depend on the clinical physicians to educate their patients about the 

hospitalist model, are the clinical physicians, in fact, passing along this information to 

their patients? If they are not, what factors are contributing to this lack of 

communication? While my study does not include interviewing clinical physicians, 

future studies need to address this topic. 

Perceptions 

In the last twenty years, there has been an increase of publications that have 

sought to shift the focus in medicine from the physician to the patient. Topics have 

included patient compliance, (Segal, 1994; Barton, 2000), expanding patient 

participation (Sharf & Street, 1997), patient perceptions (Walker, Brooksby, 

McInerny, & Taylor, 1998), the likeability of patients and their clinical physicians 

(Hall, Horgan, Stein, & Roter, 2002), patient trust (Trachtenberg, Dugan, & Hall, 

2005), and follow–ups with elderly patients after discharge (Wilson, Mottram, & 
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Hussain, 2007). Garth, Murphy, and Reddihough (2009) examined the perceptions of 

physicians treating hospitalized children with disabilities and how those perceptions 

can impact the physician–patient relationship. However, while these studies address 

the hospital setting, they do not orient their studies to the emerging hospitalist 

profession. In light of the profession which has now been implemented in my study’s 

hospitals for over ten years, I seek to research hospitalists’ perceptions of the various 

individuals and communication situations that they encounter in their practice. 

Perceptions offer a rich base of information concerning communication challenges and 

expectations. By focusing on hospitalists’ perceptions of communication, I was 

limited in my study of perceptions by the information that participants shared in 

interviews and observations. 

Roter, a professor of Health, Behavior, and Society at the Johns Hopkins 

Bloomberg School of Health, and Hall, a psychology professor whose current research 

interest is in patient–physician communication with an emphasis on accuracy of 

interpersonal perceptions, stated that “perceptions comprise the psychological reality 

within which people function” (2011, p. 60). Apker, Mallak, and Gibson (2007) 

studied ER physicians’ and hospitalists’ perceptions of information exchanges, and 

they concluded that, although the ER physicians’ and hospitalists’ expectations about 

the handoffs differed, ER physicians and hospitalists’ perceptions were that the 

handoffs of communication are ambiguous with insufficient and incomplete patient 

information. Patient care begins when the hospitalist meets the patient in the 

emergency room. At this initial meeting, hospitalists begin communicating with 
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patients, patient families, and other hospital professionals; therefore, the perceptions of 

hospitalists about communication, the patient’s condition, and other professionals that 

the hospitalists may consult with impacts patient care.  

Adding to the Body of Technical Communication Literature 

Barton (2005) positioned medical rhetoric clearly within the field of technical 

communication, and within technical communication, medical rhetoric is in a position 

to research and make an impact on patient health. Barton stated, "our field brings the 

potential for valuable contributions to the knowledge and analysis of the discourses of 

medicine; research with a growing impact on the medical profession and its education 

and practice" (p. 248). Medical rhetoricians understand the rhetorical elements that 

bring persuasion to the center of medical interactions (Segal, 2005a). Segal stated that 

what is unique about rhetoricians is the emphasis on studying health and medicine as 

persuasive discourse (2005b). Koerber (2005) reminded medical rhetoricians that our 

research has meaning and can result in change. The author stated, “advocates’ 

narratives give us a clearer picture of the conflicts arising” (p. 307). Koerber’s 

research focused on the conflict regarding new ideas about breast–feeding; however, it 

is her acknowledgement of the value of narratives that is important to my research. 

Added to that value is the optimistic hope of change from our research. 

Medical rhetoricians have also studied communication challenges and 

influences specific to particular areas of medicine and types of diseases. For example, 

Heifferon and Brown (2008) combined their medical training and scholarship in 

technical communication and rhetoric toward an edited text, Rhetoric of Healthcare: 
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Essays toward a New Disciplinary Inquiry. Their text included stories of the rhetoric 

of hope (Barton & Marback), diabetes management (Martins), and female sexual 

dysfunction (Segal). Through these essays the authors noted that they hoped to 

“discover how our discipline can contribute analysis to and perhaps suggest alternative 

discursive practices” (p. 4). Koerber’s 2006 study focuses on the disciplinary rhetoric 

of breastfeeding through analyzing interviews with breastfeeding advocates. Koerber’s 

analysis includes cultural and medical influences as women resist medical regulatory 

rhetoric.  

 Technical communicators have studied the interdisciplinarity of healthcare 

through studies about healthcare and genre studies, visual rhetoric, and healthcare and 

business, and patient narratives. Examples of these interdisciplinary studies included 

genre theory and healthcare (Schryer & Spoel, 2005), observational studies that 

investigate the discourse of medicine (Barton, 2001), the values perpetuated by 

collaboration and the knowledge of professional practices (Thralls & Blyler, 2004), 

the social act of collaborative writing in a healthcare discourse community 

(Dautermann, 1993), and pharmaceutical documentation review practices (Cuppan & 

Bernhardt, 2012). Ryan (2005) reported on cancer survivor narratives and how they 

are shaped through editorial decisions, and Valpio, Spafford, Schryer, and Lingard, 

(2007) studied how optometrists’ reports are analyzed through a visual rhetorical lens 

of patients’ records. Popham’s (2005) insights concerning the role that business plays 

in influencing medicine rang true within the context of this study. The author stated, 

“Furthermore, during the past few decades, medicine has depended heavily on 
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financial processes related to business decision making and has increasingly been 

called to account for the financial costs of health care” (p. 281). Certainly, the field of 

hospital care has continued to make patient–related healthcare decisions based on 

financial costs, as the hospitalist model began due to rising costs in medical care. 

 The field of technical communication and rhetoric and, specifically, medical 

rhetoric is uniquely positioned to add to the body of research. Technical 

communicators and rhetoricians understand that artifacts, the human experience, and 

processes are dependent on each other. We research patient advocacy, patient voice, 

illness narratives, and cultural awareness. In short, each one cannot be analyzed 

independent of the others nor do they function independently. For example, in the 

hospital setting, hospitalists use both artifacts and face–to–face communication to treat 

their patients. These physicians depend on medical documents (electronic medical 

records) to help them assess the patient’s history as well as direct communication with 

the patient through the patient’s narratives to help them assess the patient’s present 

medical state. I believe that the field of technical communication and rhetoric and 

specifically medical rhetoric is uniquely positioned to add to the body of previous 

research on the hospitalist profession. For scholars who have studied physician–patient 

communication, past research focusing on the physician has centered on the patient’s 

PCP or clinical physician. None of these scholars have yet addressed the particular 

question of hospitalists and their perceptions of communication and the impact of their 

profession on communication within the hospital setting. Thus, my study picks up 

where these others have left off, attempting to build our understanding by locating 
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hospitalists’ perceptions of communication, identifying their specific categories, and 

hopefully understanding how these perceptions influence patient care. As Heifferon 

and Brown (2008) stated, “all of us have been patients and/or patient advocates” (p. 6) 

and technical communicators should be involved in the rhetorical process. 

Chapter Outline 

 Chapter 2 explains methodology used to gather data for this study and how 

results were validated. The chapter begins with a detailed overview of the design and 

methodology of this study. Because the study’s design included interviews and 

observations, there is a section devoted to the advantages and limitations of each one. 

The chapter also discusses the structure of the group session and the design of field 

notes for gathering data, as well as the process used to transcribe and analyze 

interviews. The chapter details the participants and how they were selected.  

 Chapter 3 is the study’s first analysis chapter. This chapter discusses 

hospitalists’ perceptions of effective transmission of information, and it is divided into 

three main sections. The first section discusses hospitalists’ transmission of 

information to patients and patient families. The second section discusses hospitalists’ 

transmission of information to other medical professionals. The final section reports 

how hospitalists’ transmit information using written documents and technologies.  

 Chapter 4 continues the analysis of the transmission of information; however, 

this chapter details hospitalists’ perceptions of ineffective communication. This 

chapter, like Chapter 3, is divided into three main sections; however, all sections 

reference ineffective communication. The first section discusses hospitalists’ 
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transmission of information to patients and patient families. The second section 

discusses hospitalists’ transmission of information to other medical professionals. The 

final section reports how hospitalists’ ineffectively transmit information using written 

documents and technologies. 

 Chapter 5 is the final analysis chapter, and it explores hospitalists’ perceptions 

of trust. This chapter is divided into four sections. The first section discusses how trust 

influences decisions made in the hospital setting. The second section explores 

hospitalists’ perceptions of establishing trust with patients and patient families. The 

next section explores how hospitalists establish trust with other medical personnel. 

The final section discusses hospitalists’ perceptions of the IT systems they use to 

transmit documents and medical tests. 

 Chapter 6 concludes the dissertation with an overview of hospitalists’ 

perceptions of transmitting information. I then present my thoughts on how this 

research adds to technical communication. In my concluding comments, I end with a 

call for more research regarding the impact of technology on the handoffs of 

information, the impact of trust on hospitalists who have to begin the process every 

day with new patients and continuously work to trust and be trusted by other medical 

professionals. 
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CHAPTER II 

METHODS 

 

Design and Methodology 

 This study explores the impact of the hospitalist profession on communication 

within the hospital setting. I examine this impact through the perceptions of 

hospitalists and NPHs, and I also look to other medical professionals within the 

hospital setting to add to my research. How hospitalists and NPHs navigate 

communication, establish trust with patients and patient families that they have not 

met, and interact with medical personnel are important to everyone associated with 

patient care. Overarching themes such as continuity of care and handoff of information 

are directly impacted by communication within the hospital setting. 

 This study also seeks to inform our field about the state of health care through 

the lens of hospitalists who work in the two hospitals in my study. The processes they 

use and the challenges they face are not unlike the processes and challenges other 

hospitalists who practice in the U.S. non-profit hospitals face every day. I will call 

upon research that has shown the challenges in the handoffs of information and also 

access to electronic medical records. What are the challenges the participants in my 

study experience and are they consistent with the challenges other medical 

professionals face? 

I collected data for this study using a qualitative case study methodology. My 

approach is taken from notable researchers such as Yin and MacNealy and is 
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consistent with their definitions of case studies and what case studies should 

accomplish. Yin, Bateman, and Moore (1985) defined case studies as “attempts to 

explore, describe, or explain events as they actually appear” (p. 249). According to 

MacNealy (1999), a case study “involves a plan for studying or investigating a topic or 

problem, and data are then collected along the way rather than retrieved from memory 

at the end of the project” (p. 196). I used qualitative case study methodology to 

explore hospitalists’ perceptions of communication and also to describe and explain 

how the hospitalist profession has impacted communication within the hospital 

setting.  

 I gathered data through informal and formal interviews and observations of 

hospitalists’ group sessions. I have defined informal interviews as short conversations 

that followed group sessions in which I needed clarification about something the 

participant said, and I have defined formal interviews as interviews where I scheduled 

time to meet with the participant, recorded, and transcribed the interview. I obtained 

IRB approval from Texas Tech University, from my work institution, Baylor 

University, and from the two hospitals where I conducted my research (Appendix B).  

 My study’s limitations included only being able to interview medical personnel 

who would meet with me. For example, I attempted to interview one hospitalist for 

four years who would not meet with me. As I sought to research each participant’s 

perceptions of communication, I was limited by what they shared. Some participants 

spent more time that I had requested in the interviews while others spent less time that 

I had requested. Also, most agreed to have either follow-up interviews or allowed me 
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to contact them by email, with only one refusing to have any follow-up time. My study 

represents the perceptions of hospitalists and medical personnel who worked with 

hospitalists. It does not include primary care physicians, patients, patient families, or 

those who work in the ER. 

Hospital A and Hospital B are non–profit hospitals where I conducted my 

research. I wanted to conduct this case study at two non–profit hospitals because they 

represented the majority of hospitals in the U.S. which are nonprofit (Wier et al., 

2010). Also, I selected them because of their close proximity to my work environment. 

Both hospitals were very similar in that they have built new structures, serve the same 

demographics, have approximately the same number of beds in the ER and hospital, 

and implemented the hospitalist model about ten years ago. Also, by conducting 

research at both hospitals, I was able to interview and observe more participants. 

Although this was not a comparative study, I was also interested to find out if there 

were apparent differences among the two hospital’s implementation of the hospitalist 

model and also how they navigated communication within their respective settings. 

Consistent with case study methodology, my research is not generalizable to all 

hospitals in the U.S. who use hospitalist services. 

 After I identified the two hospitals, Hospital A and Hospital B, I contacted 

each hospital to obtain IRB approval and sent them a copy of my approval IRB 

document through Texas Tech University. After each hospital sent me their approval, I 

asked the hospital’s IRB representative to recommend the person I should contact 

within the hospitalist program, along with their contact information. Once I had a 
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contact from each hospital, I called them and then sent them a letter with my phone 

number and email address detailing my research process. After they had read my 

letter, each physician either emailed me or called me and we set up an appointment. 

Both Directors of the hospitalist programs introduced me to the hospitalists at each 

hospital during one of their morning group meetings. I determined participants based 

on convenience, purposeful, and snowball sampling. Koerber and McMichael 

explained in their 2008 article about qualitative sampling methods that convenience 

sampling can be perceived as a limitation; however, it can also offer rich data. They 

stated, 

Paradoxically, the same relationship between researcher and research site that 

makes a sample convenient often grants the researcher a level of access to and 

familiarity with the sample that guarantees a richness of data that could not be 

attained if the sample were less familiar and therefore less convenient, to the 

researcher. (p. 463) 

 

As mentioned earlier, the medical professionals who work at Hospitals A and B were 

geographically close to my home and work locations. In addition to convenience 

sampling, I also used purposeful sampling to select the two hospitals as the site of my 

research. Koerber and McMichael (2008) defined purposeful sampling and explained, 

“Purposeful sampling implies that researchers have some degree of choice in selecting 

their research sample and that they have a clear purpose that guides their choice” (p. 

466). Consistent with Koerber and McMichael’s definition of purposeful sampling, I 

began the interviews with the Directors of the hospitalist programs to get an overview 

of the profession, its history at the hospitals, and to gain access to the other hospitalists 

through the Directors. I also knew that each Director was a practicing hospitalist and 
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so these participants would have first–hand knowledge of the profession. When I 

began this study in 2007, the profession was eleven years old, and I wanted to 

determine if the hospitalists at each hospital had previous experience in other 

professions such as primary care or if they were trained from the beginning of their 

medical career to be hospitalists.  

 Snowball sampling occurred after my first set of interviews. After I contacted 

the Directors at Hospital A and Hospital B and the Coordinator at Hospital B, the 

Directors introduced me to other hospitalists who introduced me to other medical 

professionals. For example, when I interviewed Dr. Crockett, Director of the 

Hospitalist Program at Hospital A, I asked him about the discharge summary process 

and he recommended that I interview Ms. Sexton, the Director of Medical Records. 

Ms. Sexton and Dr. Crockett recommended that I contact Ms. Edwards, Director of 

Case Management. During one phone interview, Ms. Ricki, NPH at Hospital A, 

recommended that I contact Dr. Young about her progress in using voice recognition 

software for transcriptions. Although I used the snowball technique in contacting 

participants at Hospital A and Hospital B, I experienced many more recommendations 

at Hospital A. Hospital B’s Director and Coordinator only recommended hospitalists 

and NPHs and no other medical professionals at the hospital. Therefore, the number of 

participants that I formally interviewed from Hospital A outnumbered participants 

from Hospital B. That said, this study was not a comparative study. I interviewed 

participants from both hospitals because the participants were homogenous, and by 

including both hospitals I was able to increase the number of participants. Hughes and 
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Hayhoe (2008) stated that in a qualitative study the "depth of engagement is not 

necessarily measured in numbers, such as length of time or number of participants”  

(p. 81). 

In addition to interviews, I also observed hospitalists and NPHs’ discussions 

about patient care and their challenges in providing care. These discussion sessions 

took place every morning at Hospitals A and B. Hughes and Hayhoe (2008) defined 

field observations as "observing how the participants actually go about a task or 

collection of tasks in their real–world setting" (p. 85). Observing these professionals as 

they interacted with each other provided information beyond what the professionals 

shared during their interviews with me. Hughes and Hayhoe (2008) stated that the 

standards of rigor for qualitative studies are credibility, transferability, and 

dependability. Regarding credibility, they stated “If you want to know what people do, 

you are better off watching them do it rather than asking them what they would do. 

But if you want to know why they do it or how they feel about it, then interviews and 

focus groups can be credible methods" (p. 79). The authors also stated that studies are 

transferable when the research is conducted in natural and authentic settings.  

 As mentioned earlier, my participants included hospitalists, NPHs, and medical 

personnel who work with hospitalists. I conducted research at Hospital A from 2007–

2011, and during that time Hospital A built a new structure and merged with another 

hospital system from outside the community. During this restructuring process, 

Hospital A changed Directors and expanded its staff from four hospitalists and one 

NPH to seven hospitalists and one NPH. The previous Director of the Hospitalist 



Texas Tech University, Debra Burleson, August 2012 

32 

Program at Hospital A remained on staff as a hospitalist. I conducted research at 

Hospital B from 2009–2011 and interviewed the Coordinator of the Hospitalist 

Program (who was also an ER Director), a Director of the Hospitalist Program (who 

was served as a hospitalist), twelve hospitalists, and two NPHs. To document the 

changes and also include the hospitalists who were not employed at the beginning of 

the study, I conducted additional interviews. These interviews included interviews 

with hospitalists who were employed after the study began in 2007 as well as follow–

up interviews with those I had interviewed at the beginning of the study. In many 

instances, it was during these follow–up interviews that participants would share 

changes that were occurring in the hospital. 

 In my study, observations were limited to hospitalists’ perceptions of 

interactions with other professionals and not with patients or patient families. This 

limitation is because of the restrictions of the hospital’s internal review board, my 

institution’s internal review board and the time requirements to obtain HIPAA 

approval. Also, the focus of my study was hospitalists’ perceptions, so it was 

important to focus on their stories and to limit my data collection to hospitalists and 

medical personnel who work with hospitalists. 

Participants 

 In this study, I sought participants who were hospitalists and medical 

professionals who worked with hospitalists. I informally interviewed six participants 

after group sessions and formally interviewed fourteen participants. The fourteen 

participants I formally interviewed included the following: 
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 two Directors of Hospitalist Programs 

 one Coordinator of Hospitalist Programs 

 six hospitalists 

 two NPHs 

 one CMO 

 one Director of Case Management 

 one PCP who served as a liaison to the hospital 

 one Director of Medical Records. 

 

At both Hospital A and Hospital B, the Directors of the Hospitalist Programs invited 

me to attend a group session to introduce myself, tell the hospitalists about my 

research, and recruit more participants. In telling them about my research, each 

Director asked the hospitalists’ permission so that I could observe multiple group 

sessions and he told them that I would be taking notes. Those at the sessions preferred 

to be contacted either by email or they wanted to meet with me after a morning 

session. I met with every hospitalist who responded to my request. For those who did 

not initially respond to my request, I contacted them twice via email or in person after 

an observation and several, who initially expressed interest, I contacted a third time.  

 Pseudonyms have been used for the following participant lists. The list below 

includes the participants that I formally interviewed (See Table 2.1). 
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Table 2.1 Participants Formally Interviewed 

Participant’s 

Pseudonym 

Number of 

Interviews 
Position Hospital 

Edwards 1 Director, Case Mgmt. A 

Hunter 2 PCP and liaison to hospital A 

Crockett 5 Director, Hospitalist A 

Greene 1 CMO A 

Guthrie 2 Nurse Manager A 

Harrell 1 Director, Hospitalist B 

Jones 1 Coordinator, ER Dir. B 

Marek 2 Hospitalist A 

Ricki 3 NPH A 

Sexton 2 Director, Medical Records A 

Simmons 2 Hospitalist A 

Smith 1 NPH B 

Wilson 2 Hospitalist A 

Young 4 Hospitalist (former Director) A 

 

In addition to the participants that I formally interviewed, I met briefly with the 

following participants following group session observations (See Table 2.2). 

Table 2.2 Participants Informally Interviewed after Group Sessions 

Participant’s 

Pseudonym 

Number of 

Interviews 

Position Hospital 

Borders 1 NPH B 

Childress 1 Hospitalist B 

Gregg 1 Hospitalist B 

Miller 1 Hospitalist B 

Shelly 1 Case Manager B 

Smith 1 NPH B 

Group Session Observations 

 Directors of the Hospitalist Program at Hospital A and Hospital B schedule 

daily morning group sessions for the hospitalists to meet and discuss patient care. I 

observed three hospitalists’ sessions at Hospital A and six hospitalists’ sessions at 
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Hospital B. There were differences in the organization of each hospital’s sessions. 

Hospital A had a more relaxed structure. At Hospital A, the Director was the only 

person with the patient list, and the Director used this meeting time to assign 

hospitalists to patients when the prior hospitalist assigned to the patient was off duty. 

The only participants were the hospitalists and the NPH, and some of the participants 

were in and out of the room during the meeting. The hospitalists had sheets of paper 

where they wrote the names of the patients that they were assigned. The Director 

announced assignments and then verified that all patients were assigned a hospitalist. 

Patient names were not called out. Occasionally, hospitalists would discuss an issue or 

challenge during the group sessions. The sessions that I observed at Hospital A lasted 

an average of 25 minutes. The focus of the meeting was to make sure that hospitalists 

who had gone off duty the day before had hospitalists assigned to take over their 

schedules.  

 Hospital B’s sessions were more structured. Table 2.3 on the following page 

lists the date of the observation, the number of patients who were listed on the patient 

census, and the participants at the sessions. I have also listed each participant’s job 

title. 
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Table 2.3 Dates, Number of Patients, and Names of Participants 

 in Group Sessions, 2009 

 

April 13 April 15 April 22 April 23 April 29 May 1 

85 Patients 93 Patients 81 Patients 83 Patients 77 Patients 77 Patients 

Director, 

Harrell 

Director, 

Harrell 

Director, 

Harrell 

Director, 

Harrell 

Director, 

Harrell 

Director, 

Harrell 

Borders, 

NPH 

Borders, 

NPH 

Borders, 

NPH 

Borders, 

NPH 

Borders, 

NPH 

Borders, 

NPH 

Smith, NPH Smith, NPH Smith, NPH Smith, NPH Smith, NPH Smith, NPH 

Gregg, 

Hospitalist 

Gregg, 

Hospitalist 

Bussey, 

Hospitalist 

Bussey, 

Hospitalist 

Segrest, 

Hospitalist 

Gregg, 

Hospitalist 

Miller, 

Hospitalist 

Miller, 

Hospitalist 

Segrest, 

Hospitalist 

Segrest, 

Hospitalist 

Childress, 

Hospitalist 

Segrest, 

Hospitalist 

Childress, 

Hospitalist 

Childress, 

Hospitalist 

Gregg, 

Hospitalist 

Gregg, 

Hospitalist 

Gregg, 

Hospitalist 

Miller, 

Hospitalist 

  Oliver, 

Hospitalist 

Oliver, 

Hospitalist 

Miller, 

Hospitalist 

Riley, 

Hospitalist 

  Childress, 

Hospitalist 

Miller, 

Hospitalist 
 
 

 

Shelly, Case 

Mgr. 

Shelly, Case 

Mgr. 

Shelly, Case 

Mgr. 

Shelly, Case 

Mgr. 

Shelly, Case 

Mgr. 

Shelly, Case 

Mgr. 

Caldwell, 

Admin. Asst. 

Caldwell, 

Admin. Asst. 

Caldwell, 

Admin. Asst. 

Caldwell, 

Admin. Asst. 

Caldwell, 

Admin. Asst. 

Caldwell, 

Admin. Asst. 

 

Before each session, Ms. Kelly, the Administrative Assistant, printed copies of the 

patient list and left them on the conference table. Only patients who were assigned 

hospitalists were listed, and patients assigned to specialists were not included. As 

participants entered the meeting room, they picked up a copy and marked the names of 

their patients. The patient list included the following information: 

 Room/Bed 

 Patient Name 

 MRN (medical record number)  

 DOB 

 Admission Date 

 Attending 

 County Hospitalist Services – problem 

 County Hospitalist Services Comments 
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The Director read each patient’s name from the list, and the hospitalist or NPH 

assigned to the patient responded to Director that he or she was treating the patient 

either by a raised hand or verbal response. After responding to the name of the patient, 

the hospitalists gave a brief description of the patient’s current medical status. 

Hospitalists also reported any challenges or problems that they had with patient care. 

After the meeting adjourned, many hospitalists continued to talk about issues that had 

been discussed in the meeting. These conversations continued in smaller groups as 

some hospitalists left to begin making their rounds. 

Interviews 

 As mentioned at the beginning of this chapter, my first set of interviews was 

with the Directors of the hospitalist programs at Hospital A and Hospital B and the 

Coordinator of the Hospitalist Program at Hospital B. These participants then 

recommended other participants for me to contact. With the exception of one NPH 

who asked to meet me in my office, all participants met with me at their respective 

hospitals. Yin (2009) notes two types of case study interviews—in–depth interviews 

and focused interviews. In my research, most of the interviews could be categorized as 

focused interviews which followed a set of questions from my case study protocol. 

These interviews lasted approximately one hour. Yet, several of the interviews could 

be classified as in–depth interviews as I returned to participants for more information 

or the participants revealed new insights or information. I began the interviews with a 

set of questions (See Appendix C). The first set of questions were asked to determine 

how long each participant had been a hospitalist or NPH, if they had had prior 
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experience in another medical profession, and, if so, what differences they 

encountered as a hospitalist compared to the other profession(s). I also sought to find 

out their perceptions of communication, and I asked them their definition of 

communication, to describe how they introduced themselves to patients and patient 

families, and if they tended to communicate face to face with other medical 

professionals in the hospital setting or use written communication. At the end of the 

interviews, I asked the participants if I could contact them with any follow–up 

questions I had. If they agreed, which all but one did, I asked them the best way to 

contact them. All of the participants gave them their email addresses as the preferred 

contact method. When I contacted them, several answered my follow–up questions via 

email, some emailed me their phone number and suggested a time for me to call them, 

and I met with some of the participants at the hospital. 

Data Collection 

 I began collecting data with an initial set of interviews. These interviews 

included: Hospital A’s Director of the Hospitalist Program, a NPH at Hospital A, 

Hospital B’s Coordinator of the Hospitalist Program and Director of the Hospitalist 

Program. I met with the Directors for two purposes—I knew that they were also 

practicing hospitalists and I could find out more about the profession and also how to 

contact the other hospitalists. I also met with the only NPH at Hospital A because I 

wanted to know more about her position before I began the study as there were also 

NPHs at Hospital B. While meeting with the Directors, both asked if I would like to 
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attend their group sessions so that they could introduce me to the hospitalists and also 

observe the hospitalists’ sessions.  

 After meeting with these administrators, I observed six hospitalists’ group 

sessions at Hospital B. The Director, Dr. Harrell, asked that I not record the group 

sessions because he called out patient names and discussed medical information. In 

order to honor the Director’s request, I took field notes on a laptop computer during 

the group sessions at both hospitals. I began my observations at Hospital B because 

they were available and ready for me to observe. Hospital B’s group sessions provided 

in–depth information, the sessions were structured, and each physician shared his or 

her perceptions of patient care and discussed challenges in providing patient care. 

Field Notes, Group Sessions 

 In the six sessions I observed at Hospital B, I created a chart before each 

session that I used to record my field notes. Table 2.4 on the following page is an 

example of the template. I noted the date of the observation, the location, and the 

person who made the comment and the direct quotes they made. When the Director 

called out each patient’s name, the physician responded with a very short summary of 

the patient’s condition. Because the name of the condition was listed on the patient’s 

chart, I did not have to write this information but instead could focus on what the 

physician said about the patient or the communication challenge. Typically, responses 

such as “going home” or “same as yesterday” or “getting better, meds working” were 

the responses. When the physician made comments I was able to write down exact 

responses using my laptop (Table 2.4). 
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Table 2.4 Example of Template used for Group Observations Field Notes 

Group Observation 

Hospital: 

Date:  

Participant Issue(s) Discussed 

 

After each session, I reviewed comments or, when time permitted, noted areas where I 

needed to ask follow–up questions for clarification. When the sessions were over, 

many of the participants stayed in the room a few minutes to have individual 

conversations. After the sessions, I asked participants to explain the statements they 

had made if I needed additional information. 

Data Analysis 

Group Sessions 

 At home, I reviewed my notes and developed a second chart which was a 

summary of the participants’ comments during the group sessions. I eliminated 

instances where the participant said that the patient was being discharged from the 

hospital, if there was no change in the patient’s status, or if the patient’s health was 

stable. However, when the participant mentioned challenges involving communication 

or issues with patients, patient families, or other medical personnel, I made notes on 

my laptop. Table 2.5 below is an example of a template that I created with an example 

of a participant’s comments.  

Table 2.5 Summary of Challenges Noted from Participants’ Comments 

 

 

 

 

 

 

April 15  

Participant and Comment Summary 

Dr. Childress: I’d like to send her 

somewhere today if I can deal with the 
family. 

Family is antagonistic 
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After I summarized each challenge, I created another template so that I could 

categorize the challenge. After categorizing all of the sessions’ comments, I had nine 

categories: Patients, Patient Families, Specialists, Lab Department, Case Management, 

Pharmacy, Hospitalists, Nurses, Insurance, and Administration. Table 2.6 below is an 

example of one category from a session on April 15. 

Table 2.6 Categories of Challenges and Comments 

 

 

 

 

 

 

 

 

After I tabulated all six sessions, I combined all of the categories into one table. I 

noted the Challenge Category, a summary of the challenge, direct quotes from 

participants, and the combined total of occurrences. Table 2.7 below is an example of 

this process. 

Table 2.7  Example of Coding/Categorizing Total Number of Occurrences 

 

The group sessions provided rich insights as I observed participants’ discussions with 

each other. Interviews also provided detailed information as participants reflected on 

their profession, their medical education, challenges in patient care, and medical 

communication. 

April 15   

Comment Challenge involved Category of 
Challenge 

Childress: I’d like to send her 

somewhere today if I can deal 
with the family. 

Family is antagonistic Family 

Challenge 

Category 
Definition Quotes from sessions Number of 

occurrences 
in this 

category 
Nurse Interruptions by nurses 

who call hospitalists 

between patient rounds. 

“I said, he’s no damn worse—don’t 

call me, had a student nurse.” 
1 
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Interviews 

 As I interviewed hospitalists and NPHs, I focused on descriptions of the 

profession and how participants navigated communication challenges. As I 

interviewed each medical professional who worked with hospitalists, I focused on 

their role at the hospital, the changes that the hospitalist model had caused in their own 

professions, and their overall assessment of the change in communication practices 

that has occurred with the hospitalist model. Of the fourteen participants that I 

formally interviewed, I contacted eight participants for follow–up information. During 

the time of my study, Hospital A moved to a newly–built site, merged with another 

hospital, and changed Directors of the Hospitalist Program. Many of the follow–up 

interviews were because there were changes in processes or changes in personnel, and 

I wanted my study to document this changes. For example, the new Director of the 

Hospitalist Program at Hospital A was very supportive of my research and contacted 

me when there were changes in the hospitalist model or when new technologies or 

processes were implemented. These changes included implementing voice recognition 

software and distributing a patient list to networked clinics. 

Transcription 

After each interview, I transcribed the interviews, including pauses, inflections, 

and filler statements. As Bazeley (2007) stated, “The goal in transcribing is to be as 

true to the conversation as possible, yet pragmatic in dealing with the data” (p. 45). 

 While I was conducting interviews, I was learning to use the qualitative 

analysis software, NVivo 9® (QSR, 2011). When I had most of my interviews 
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transcribed, I began uploading the transcriptions into NVivo’s internals folder (see 

Figure 2.1). I mentioned earlier that hospitalists at Hospital A experienced many 

changes and also attempted to implement new ways to transcribe the discharge 

summary. Reflecting on this early observation, the first internal folder I created was 

the Communication Microstudy, which was a study I conducted after I began my 

initial set of interviews. This folder contains the transcripts from interviews where I 

asked participants their definition of communication. Because it was a foundational 

question, I kept this folder separate from the other interviews. Many of the follow–up 

questions I asked pertained to the IT processes and implementations during the time I 

conducted this study, and so I created another folder for interviews that related to IT 

issues. I also created a separate category of transcribed interviews from participants 

who were medical professionals and not hospitalists or IT personnel. In total, I created 

five different folders: Communication Microstudy, Group Sessions, Hospitalists 

Transcriptions, IT Interviews, and Medical Personnel Not IT, Not Hospitalists (See 

Figure 2.1).  

Figure 2.1 Printscreen of NVivo Internals 
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The Group Session observations notes were also uploaded in the internals folder. 

These notes were made on the templates I had created. I wanted these observations 

notes stored in NVivo because many of the participants’ comments during the group 

sessions related to the questions I had asked during interviews (see Figure 2.2). These 

notes also validated statements that participants made during interviews. 

Figure 2.2 Group Sessions Internals 

 

 After uploading the transcriptions into NVivo, I began analyzing the interviews 

using NVivo 9®’s coding process. I kept a journal in the memos section of NVivo 

where I noted my process and also significant insights. The first significant insight to 

the value of coding happened when I coded my second transcription. As I used NVivo, 

I noticed that not only was I discovering phrases and connecting ideas within the 

transcriptions that I might have missed if I had hand–coded, but I was also noticing the 

placement of those words. For example, in my first memo, dated May 27, 2011, I 

stated,  

One insight came when I noticed that I had asked the hospitalist to define 

effectively patient/physician communication. After three sentences, she began 

to talk about communicating with the patient's family. Does the physician view 

communicating with the family the same as communicating with another 

physician? Does this answer speak to the importance of the family to the 

physician? Interesting. I can already see the value in coding. 
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After I had coded all of my interviews, I created a classifications sheet so that I could 

easily refer to relevant information about the hospitalists and NPHs, and I reread my 

transcripts and codes. NVivo allows the user to customize attributes, which are fields 

or column headings. Because this was early in my analysis phase, I created fields 

which included the following: name, years of experience, gender, age, title, date of 

first interview, experience as PCP or ER, location, work experience in another 

geographic area, and other experience as a hospitalist (see Figure 2.3). For example, 

the fields designated for experience were important when I discussed the participants’ 

perceptions of the hospitalist profession, as well as the length of time they had 

practiced medicine. 

Figure 2.3 Printscreen of Hospitalists and NPHs Attributes 

 

I could search these participants and determine past experience. For example, at a 

glance I could determine the hospitalist who had been hospitalists at another hospital 

or had been a PCP.  
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 Figure 2.4 below shows the classification sheet with the attributes. The 

printscreen only shows a portion of the attributes. 

Figure 2.4 Printscreen of Hospitalists and NPHs Classification Sheet 

 

After creating the classifications sheet, I reread the transcriptions and codes and began 

to notice other phrases and words that were significant. I also began to see connections 

among the participants’ statements. For example, in the following memo I discussed 

two new insights—how to link a memo to an internal document and I discovered that 

two participants had mentioned the same event but from different perspectives. One 

participant was the Director of Medical Records and the other was a NPH, both at 

Hospital A. Below is the memo I wrote, dated October 8, 2011, where I referred to 

these insights: 

While coding Sexton's (IT) interview, she mentioned a recent change in 

procedures regarding NPHs. I remembered that Ricki had also mentioned this 

in her interview. So, for the first time, [author’s emphasis] I created a memo 

link in Sexton. Then opened Ricki’s interview and found her discussion of the 

change in procedures and used the "See Also Link" to connect her information 

to the already linked memo. 
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 As themes began to emerge from my coding process, I created memos to note 

those themes (See Figure 2.5). For example, when discussing transmission of 

information, many of the hospitalists mentioned the discharge summary and also the 

length of the discharge summary. When I began coding and creating themes, I did not 

know the overarching themes that would surface, so my intent was to capture chunks 

of information as my coding progressed. These memos also helped me remember 

themes that I had observed in the analyzing process. 

Figure 2.5 Themes Noted in Memos 

 

 
 

Figure 2.6 on the following page shows the linked memos I created from the 

transcriptions. 
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Figure 2.6 Linked Memos from Transcriptions 

 

I coded significant words that the participants mentioned such as patient, family, 

relationships, perceptions, training, self–descriptions, and coded responses to my 

questions. I would reread the transcriptions and my codes, and then reflect on the 

codes and reread the transcriptions. I duplicated this process many times throughout 

my coding. This process reflects Blythe’s (2007) observation that data coding helps 

the researcher find patterns. Blythe described these patterns as “seeing big pictures in 

large amounts of data. . . . The key to data coding, then, is in knowing what it will 

reveal and conceal, and to combine it with other methods in order to create a more 

complete picture" (p. 226). I combined data coding from transcriptions with 

observations from group sessions and also follow–up interviews to clarify information. 

I also asked additional questions when I read the transcripts and realized that I needed 

more information or sometimes the participant mentioned a topic that I should have 

pursued during the interview and missed. For example, when rereading the transcript 

of an interview with Dr. Crockett, Director of the Hospitalist Program at Hospital A, I 
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discovered that he had mentioned several times that I needed to ask the Director of 

Medical Records the questions that I asked him about the discharge summary process. 

When I followed up with him about his statements, I discovered that he did not agree 

with the process and had asked the Director of Medical Records to change a process 

and she would not change it. So, he was asking me to ask her about the process. 

I categorized nodes in three folders: Communication, Search Results, and 

Technology. Figure 2.7 illustrates the communication nodes I created from interviews 

and observations. Figure 2.8 illustrates the technology nodes I created when 

participants mentioned either technologies they used to communicate or challenges in 

using those technologies. For example, one of the nodes is “trust,” which might seem 

out of place in a technology section. However, the participants often mentioned that 

they did not trust either the technology to transmit the information in the time that they 

needed it or they did not trust a new technology that were trying to learn. I have 

provided examples of the Communication and Technology folders (See Figures 2.7 

and 2.8).    
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Figure 2.7 NVivo Codes about Communication  

 
 

Figure 2.8 NVivo Codes about Technology  
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I would also conduct word searches in the transcripts. NVivo aggregates three 

windows with a word searches: summary, reference, text, and word tree. The summary 

and reference windows allowed me to see the specific reference where the word or 

phrase appeared and the participant’s name. As I coded the transcripts, reflected on the 

codes, and reread the transcripts, I would observe phrases or words and conduct these 

searches to determine if they could add to my analysis. Figure 2.9 below shows a 

search of “other physicians” and the word tree showed that six participants had used 

the phrase and the words they stated prior to the phrase. I then selected the “reference” 

window to read the statement in context or to find other statements that related to 

“other physicians.”  

Figure 2.9  Printscreen of Text Search Results “other physicians” 

 

 
 

I could select the reference window and see the full transcript with the words “other 

physicians” highlighted. Figure 2.10 below demonstrates the view: 

Figure 2.10  Portion of Reference Window with Text Search Words Highlighted 
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Through the use of tools in NVivo combined with rereading the transcripts, I was able 

to reflect and identify emergent themes. As Bazeley (2007) stated in her summary, 

“Documentation of reflections and decisions on the way is part of the transformation 

from personal experience and intuition to knowledge” (p. 178). 

Validity Issues 

 Within the medical community, two areas––continuity of care and handoffs of 

patient information––are critical elements of patient care. As U.S. hospitals began 

implementing the hospitalist model, the focus on continuity of care and handoffs of 

patient information intensified. I began this study to explore the perceptions of 

hospitalists and to examine how they were navigating these two important areas and, 

at the same time, not knowing what I would find. My first set of interviews with the 

two directors of hospitalist programs at my two research sites informed this study. 

Although I asked them to talk about communication, both discussed challenges they 

faced in transmitting information to patients, patient families, hospitalists, and other 

medical personnel within the hospital. Clearly, these challenges impacted continuity of 

care and handoffs of information, and I chose to research how hospitalists transmit 

information and their perceptions of challenges they face as they communicate patient 

information. 

 I chose to gather data from two sources—interviews and observations. The 

interviews provided face–to–face meetings with each participant where I could ask 

specific questions and also allow the participant time to add additional information. 

Participants provided a wealth of information when they expanded on my initial 
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questions. The observations provided a time for me to watch and take notes as the 

medical professionals interacted with each other. Many times the observations would 

give real time examples of what the participants had shared during the interviews. 

Likewise, the participants would give personal stories that expanded on statements 

made during the observations. Also, the participants from Hospital A and Hospital B 

validated each other’s comments. For example, statements made during group sessions 

at Hospital B as hospitalists and NPH discussed communication with each other 

supported the statements made during the interviews I conducted with participants at 

Hospital A and Hospital B.  

 In addition to hospitalists, I also interviewed key personnel who work with 

hospitalists at Hospital A who also verified the information that the hospitalists stated 

in observations and interviews. The Director of the Hospitalist Program at Hospital A 

provided examples of communication documents such as the discharge summary and 

the patient census. Key personnel I interviewed included the hospital’s Chief Medical 

Officer, the PCP who was a liaison to the hospital and the networked clinics, the 

Director of Case Management, the Director of Medical Records, and the Nurse 

Manager in the ER. By conducting initial interviews with the Directors of the 

Hospitalist Programs, then interviewing and observing hospitalists, followed by 

interviews with the Directors as well as hospitalists for clarification, and interviews 

with key medical personnel, I was able to gain a broad perspective of the hospitalist 

profession, how they transmit information, and hospitalists’ perceptions of 

communication. 
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Conclusion 

 Researching perceptions is very messy and does not fall into neatly boxed 

categories. My dominant source of information was the participants because I sought 

their perceptions of communication. Specifically, how the hospitalist profession 

navigated communication challenges within the hospital setting and the profession’s 

impact on communication. Using a case study methodology, I sought to discover 

common themes that emerged from my research. 

 As I coded transcripts using NVivo’s nodes tool, I looked for patterns that 

emerged through the participants’ interviews. Many times I would group the nodes 

together. Figure 2.11 below is an example of when I created a node for 

“communication.” My intent was whenever a participant mentioned the word or a 

form of the word that I would code it and place it in that node. As I coded the 

interviews, I noticed that “communication” was too broad, and I began to create 

subnodes under “communication. I eventually created four subcategories. 

Figure 2.11  Printscreen of Node with Subcategories 

 

I documented these patterns using NVivo’s memo tool and also on paper. Also, 

participants mentioned barriers to communication. However, barriers did not seem to 

encompass all that the participants explaining and discussing. I needed to look beyond 

their statements about barriers. In rereading the transcripts and field notes, gradually 

the theme of how information is transmitted emerged. Whether information was face 
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to face or electronic, I began to observe that it was “information” that influenced 

patient care. The participants mentioned ineffective and effective transmission of 

information, and I decided to focus on those themes. Woven throughout the group 

session field notes and interviews was the theme of trust and also of relationships as 

seen through the perspectives of my participants. For example, this interconnectedness 

might be seen in a patient’s lack of trust influencing the transmission of information 

between the patient and the physician.  

 Following this chapter, I begin three results chapters. I look to explore 

participants’ perceptions of communication among patients, patient families, 

hospitalists, and other medical personnel. I begin my results with my participants’ 

perceptions of how information is effectively transmitted within the hospital setting. 

Next, I will discuss results from my participants’ perceptions of how information is 

ineffectively transmitted. I will conclude the final analysis chapter by reporting 

participants’ perceptions of relationships and trust. 
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CHAPTER III 

PERCEPTIONS OF COMMUNICATION: EFFECTIVE TRANSMISSION OF 

INFORMATION 

 

 As I stated in the Introduction, the word “communication” has different 

meanings in a complex institution such as a hospital. In fact, the majority of 

participants in this study responded by stating that defining communication is very 

difficult. As I asked participants to define communication, they also shared their 

perceptions of communication. Amidst all the variation in responses, there were some 

common themes. One such common theme was transmission; many participants stated 

that effective communication occurs when information is successfully transmitted. 

They referred to many different types of transmission: doctors transmitting 

information to patients, doctors transmitting information to other providers, and the 

use of technologies and written documents to transmit information. In this chapter I 

will explore each of these three types of transmission that participants discussed. My 

analysis will demonstrate that even though participants often characterized effective 

communication with patients in terms of a rather simple transmission process, the 

examples they provided and stories that they told reveal a much more complex reality 

in which successful communication with patients involves much more than just 

transmission of information. When it comes to communicating with other health care 

providers, transmission of information might be a more appropriate model. However, 

there are still a lot of challenges that arise in this type of transmission. In regard to 

transmission of information between providers, my analysis demonstrates that both 
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hospitals in this study had several protocols in place to try to ensure effective 

transmission of information. However, these protocols were only partially successful; 

anecdotes relayed in both the interviews and group observations suggest that the 

protocols are not always followed, and that challenges can still arise even when they 

are followed.  

 The anecdotes reported in this chapter will suggest some of the many different 

ways in which hospitalists attempt to effectively communicate with patients and with 

other health care providers. Although the medical community and, in particular, 

hospitalists depend on protocols that guide communication and medical care, they also 

depend on a team concept of sharing and exchanging patient information. In 

interviewing and observing medical personnel, there are systems in place that ideally 

promote effective communication, but these protocols do not prevent fragmentation. 

Thus, several hospitalists referred to ways in which they went beyond these protocols, 

taking time to observe their patients during their first meeting and to also thoroughly 

read and study the patient’s information before entering the patient’s room. Many 

shared instances of attempting to communicate beyond the required protocol. At both 

hospitals, the Directors scheduled meetings to exchange information and ask 

questions. The defining feature of effective communication depends on the individual 

hospitalist. Is she willing to extend herself beyond the hospital's expectations to see 

that information is communicated (whether it is test results, consulting with a 

specialist, or possibly contacting the PCP)? 
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Transmitting Information to Patients and Patient Families 

 The most frequently discussed topic in regard to transmitting information 

involved communication with patients and patient families. In particular, hospitalists 

mentioned the following types of challenges that tend to arise when they communicate 

with patients and their families: agreeing on a treatment plan, balancing expectations 

of the patient and the family, understanding expectations and the role of the provider, 

explaining the patient’s condition in understandable terms, and dispelling patient fears 

of the prognosis. Lo (2001) discussed the ethical implications of implementing the 

hospitalist model as well as concerns about continuity of care and communication 

among PCPs, hospitalists, and patients. The author stated, “The primary goal of 

medical interventions should be to benefit patients” (p. 48S). Lo stated that hospital 

systems should seek to educate patients about the model. Kaldjian et al. (2005) 

focused their study on the ethical implications of balancing expectations. The authors 

argued for a new approach to ethical reasoning that will assist physicians as they 

articulate difficult medical decisions. These ethical challenges frequently occur when 

patients and physician goals are not the same. The focus of the new approach is 

transparency on the part of the physicians as they communicate information to 

patients. In a study based in the United Kingdom that analyzed patient–centered 

communication in the ER, Dale, Sandhu, Lall, and Glucksman (2008) found 

significant improvements in a fifteen–year study when physicians sought to build 

relationships with patients and demonstrate active participation and partnership with 

patients in their medical decisions. They described participating and partnering as 

asking and checking for patient understanding as well as asking for the patient’s 
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opinion. Although some patients would prefer a partnering relationship with their 

physicians, some patients with diseases which are complex prefer to remain 

autonomous in deciding their medical decisions. Heesen et al. (2007) examined health 

care decision making processes specific to MS patients. The authors concluded that 

physicians should provide MS patients with more education about the disease even 

though eighty percent of MS patients in their study exhibited autonomous roles in their 

own medical decisions. The authors explained that patients whose diseases pose 

higher risks tend to be more autonomous in their decisions. The preceding studies are 

examples of the complex nature of patient–physician communication. Both studies 

discuss communication among patients and physicians, yet they did not ask how each 

group defined successful communication. In this section, I discuss these challenges 

with reference to data from interviews and group observations. My discussion centers 

around several examples from my interviews in which participants explained how they 

determine if communication with a patient and the patient’s family has been 

successful.  

Dr. Young, a female hospitalist who has practiced over twenty–five years, 

defined communication as the “accurate transmission of information between parties.” 

To accurately transmit information, Dr. Young stated that when she visits a patient she 

tries to include details about medical tests she has ordered and test results as well as 

future steps she may take concerning medications, and she tries to transmit the 

information using words that the patient will understand. She explained by stating, 

“It’s important to be sure information is transmitted in terms the patient can 
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understand; no medicalese.” Another hospitalist, Dr. Marek, explained his process in 

talking with patients about their health. He stated,  

I use the [medical] term but then I just go in and explain what it is. You didn’t 

have a stroke. You had an injury to the brain from too much blood in there and 

there’s bleeding in the brain or there is not enough blood flow and this area is 

damaged as a consequence. It’s very, very Plain Jane language but effectively 

what I’ve learned is that they understand their disease better so they can 

communicate it to other people. It also helps them to be participatory in their 

own health. Hopefully have a doctor who they can continue that as an 

outpatient that can continue that and help them get better. 

 

Both Dr. Young and Dr. Marek explained how they try to communicate with 

patients so that they clearly inform the patient of important medical information. As 

participants told their stories, I also sought to find out how they determined if the 

transmission of information was successful with their patients. In other words, as they 

communicated this information, did they also seek some assurance from the patients 

and patient families that they understood the information? Dr. Young’s emphasis on 

transmission of information was a typical response when I asked participants to define 

effective communication. In their initial responses participants seemed to agree that 

transmission is the key to effective communication. In particular, when they defined 

effective communication, most participants shared stories about transmitting their 

prognosis and treatment plans to patients and patient families, and their initial 

responses seemed to depict this transmission as a one–way process. However, once 

they started elaborating on these initial responses, it became clear that transmission 

sometimes meant more of an information exchange than a one–way transfer of 

information. For instance, later in her interview, Dr. Young reflected that effective 

communication requires transmission in more than one direction by offering an 
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example of how she knows if patients understand what she has told them about their 

medical condition. She stated,  

At some point either later in the conversation or the next day or often as I’m 

just coming in to take care of the patient, I’ll ask them, ”tell me what you 

understand about what’s going on with your health right now—where you’re 

at—tell me what you’ve heard the doctors say.” A lot of times what we’re 

saying and what they [patients] are hearing are two different things. 

Verbalizing what they think is very helpful.  

 

Offering a similar perspective, Ms. Ricki, NPH, also emphasized the exchange 

of information. Specifically, she stated that communication is “the exchange of 

information from one to another.” Ms. Ricki is a NPH with over fifteen years of 

experience as a practitioner in pulmonology and five years of experience as a NPH. 

Although Ms. Ricki believes that it is her responsibility to transmit information to the 

patient and the patient’s family, she emphasized that successfully transmitting the 

information depends on the participants’ willingness to listen. As she explained, “Each 

individual has to be willing to hear each other.” Ms. Ricki explained that most 

hospitalized patients are having to consider multiple aspects about their care when 

they made a decision. It has been her experience that patients need to listen to their 

physician(s) in order to make critical decisions. Echoing Dr. Young, she defined 

effective communication with a patient by stating that the patient understands 

everything she says and can repeat it back to her. Ms. Ricki also stated that the person 

sharing the information and the person receiving the information need to have an 

agreement about their expectations. She shared, “In addition to understanding, there 

has to be some agreement; otherwise you can communicate all day long and nothing 

gets done.” When Ms. Ricki spoke of “agreement,” she explained that after each 
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patient is admitted she determines a treatment plan for each patient. If the patient does 

not agree with this plan, he or she may challenge future decisions or refuse treatment. 

The result, she stated, is that “nothing gets done.” If “nothing gets done,” the patient 

will either discharged with no medical improvement, the patient may be readmitted in 

the future, the patient’s condition may get worse, or any combination of these factors 

mentioned. 

Participants seemed to agree that understanding expectations is important for 

both the physician and the patient. For instance, Dr. Marek shared a very similar 

description to Ms. Ricki’s description in assessing if the patient has understood the 

information. Dr. Marek believed that it is also important that the physician assess the 

patient’s level of education as he talks with the patient. He stated: 

When I walk into a room, I can usually gauge within a minute or two what 

level they are, what level of education they can understand. I tell this by the 

questions they ask me, some by my asking “What have the doctors told you? 

Do you understand what is going on with your body?” 

 

Although both hospitals have had hospitalists on their staff for approximately twelve 

years, the hospitalists and NPHs are keenly aware that patients and their families do 

not always understand their role or even understand the word “hospitalist.” Regarding 

effective transmission of information with the family, Ms. Ricki stated that effectively 

transmitting information sometimes means including more information. She stated, 

“Explain more, say more, communicate more effectively to get the same 

understanding.” Embedded in her discussion of communication was the realization 

that she needs to explain her professional role as NPH. She shared that she often has to 

reassure the patient that as a NPH she can perform many physician duties, and a 
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hospitalist collaborates with her and verifies decisions she makes. Ms. Ricki described 

a typical first encounter with a patient by explaining,  

I introduce myself and explain my role; define my role. I’m more “touchy.” I 

like the personal touch. I sit down on the bed. I get a feel from the reception 

and the perception of the patient if I approach them with a personal touch. If 

I’m delivering bad news, such as cancer, I make sure that I’m on eye level with 

the patient. 

 

As these examples illustrate, hospitalists and nurse practitioner hospitalists 

have developed their methods of communicating with patients and also determining if 

the patients understand the information they are communicating. Most of the 

participants mentioned using language that patients will understand. Dr. Marek further 

explained that he often chooses words to avoid alarming the patients. However, most 

participants described transmission as something that they tell the patients. Although 

some explained that they ask patients to repeat back or restate what the physician has 

said, they place more emphasis on what they state rather than what the patients say. 

Patients’ communication is viewed as a response to physicians’ communication. Note 

the example of the NPH stating that her patients must be willing to listen in order for 

her to effectively communicate the information. 

 Offering further depth to the seemingly simple notion of transmission, as the 

hospitalists discussed transmitting information to patients, many alluded to physical 

contact, the level of understanding they perceived that patients and patient families 

could comprehend, and information they transmitted rather than information they 

received from their patients. Some of the stories they told revealed that these 

participants had given a great deal of thought to effective communication and were 
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aware of the need to tailor such communication to each individual patient and 

situation. For instance, Dr. Simmons stated that he tries to find a balance of nonverbal 

and verbal communication, depending on the patient’s situation. In the following 

example, he reported that telling a patient that he had found cancer in their body 

required a good balance of both physical contact and verbal communication to 

demonstrate that the cancer was not contagious. As he explained, 

When I go into the room to meet someone for the first time I’ll always shake 

their hand, and then when you’re doing the physical exam obviously you’re 

touching. And the posture that I take in the room depends a lot on what we’re 

talking about. If I’m having to tell someone that they have cancer, for example, 

I usually go and sit on the edge of the bed. As much as anything else to try and 

let them know that, you know, it’s to let the patient know and also to let the 

family know that this isn’t contagious and that helps soften the blow a little bit 

sometimes. You know there is an awful lot of non–verbal communication that 

goes on––eye contact. And some of it is unintentional and some of it is 

intentional. Like that someone that is going on and on about stuff that I would 

just as soon not talk about. That’s usually when I consciously put a hand on the 

doorknob and say, “Is there any other questions?” 

 

What makes the hospitalist–patient communication situation especially complex is that 

while physicians try to dispel fears that the patient may have, they also may need to 

communicate this same information to the patient’s family. However, instead of the 

physical contact or non-verbal cues that Dr. Simmons shared previously, sometimes 

the family needs more medical information. Many times family members do not want 

to ask questions in front of the patient, and sometimes the physician may visit with 

them outside of the patient’s room. For instance, Dr. Crockett shared his experience 

with the wife of a patient who had been diagnosed with multi–myeloma. He stated,  

It was cancer and it had gone to his bones. He was diagnosed because he had 

several vertebrae collapse. He also had atrial fibrillation. He also had coronary 

artery disease. He also had pulmonary fibrosis. He has all of those conditions, 
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and he was diagnosed five years ago. He went back into the hospital. He 

wasn’t really getting better and his wife called me because she was kind of at 

odds. Didn’t feel like she was getting the right answers from us, the doctors. So 

she was just kind of wanting to see if I could help decipher any of the 

information. And I had to explain to her, “Okay, the multi–myeloma is not 

going to kill him.” Cancer itself rarely kills people. It’s all the other things that 

come with it. 

  

As this story indicates, when transmitting information, the physician may need to 

educate the patient beyond the realm of test results and treatment plans. Often the 

physician is unaware that the patient and the patient’s family are not understanding the 

seriousness of the disease and that the patient’s life expectancy is very short. As he 

described the wife’s reaction to her husband’s physical decline, it was clear that he 

was puzzled as to how the wife could have been told five years ago about the disease, 

watched her husband’s health decline, and not have been aware that her husband was 

about to die. He said that the patient’s wife was confused because she thought if her 

husband’s cancer was controlled that his physical state would improve. He realized 

that he needed to help her understand that her husband was not going to survive.  

Dr. Crockett stated,  

So what she didn’t comprehend was that the prognosis which was given to her 

five years ago changes month to month and day to day. And the situation 

changed. He now has acute illness. Other things going on, and she was kind of 

left in the dark. And so I kind of reoriented her to the time frame of what really 

he had left. And the next day she then started getting things in order, meaning 

talking to a lawyer which was mind boggling to me because he was diagnosed 

with a terminal illness five years ago and that she hadn’t done any of these 

things up until now. He ended up dying about eight days after that 

conversation that we had. 

 

This story demonstrates that hospitalists often need to communicate information with 

the patient and the patient families beyond day–to–day, routine status updates. And 
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this form of communication is extremely complex given that, in most situations, the 

hospitalist is meeting the patient and the patient’s family for the first time.  

 Hospitalists also discussed instances when, in the process of determining the 

treatment plan, the patient may agree and the family may not. Also, the patient may 

discuss personal conditions with the hospitalist that the family is not aware of. 

Sometimes hospitalists uncover hidden medical conditions that require sensitivity in 

understanding what to tell the family and what not to tell the family. For instance, in 

one of the morning report sessions at Hospital B, Dr. White reported about an incident 

with his patient’s daughter. The daughter had walked into the room while Dr. White 

was talking with the patient about alcohol consumption and its effect on his health. He 

reported about the meeting by stating, “Got in trouble with the daughter yesterday. 

[the daughter asked] ‘What’s he doing with beer, he doesn’t drink beer!’ [Dr. White 

laughed] I guess he does!” The hospitalist reported that the daughter was joking with 

him after their conversation which led him to believe that she was not mad at him.  

Dr. White shared that family members frequently find out information they did not 

know about the patient while the patient is hospitalized. Embedded in Dr. White’s 

remarks is the idea that these emotional reactions can influence how a doctor transmits 

information. His comments about the family’s emotions demonstrated that hospitalists 

can internalize patient and patient family encounters. While he joked, the fact that he 

mentioned this incident showed that he had been worried about the daughter’s reaction 

and was relieved that she was not mad at him. 
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Transmitting Information to Other Providers 

 Participants also reported that patient care is dependent on effectively 

transmitting information with other medical providers. During the interviews I asked 

them to compare their communication with patients and patient families to their 

communication with other providers. To clarify, “other” providers include other 

hospitalists, medical personnel within the hospital, and medical personnel outside the 

hospital setting such as PCPs. Participants’ responses demonstrated that although they 

frequently refer to patients and patient families when describing communication 

challenges, transmitting information to other providers can often be challenging as 

well. 

When the hospitalist profession began, the hospital’s flow of information 

significantly changed. As discussed in the Introduction, each hospital’s priority is 

patient care. Although the medical community sought to improve patient care with the 

implementation of the hospitalist profession, it soon became clear that hospitalists 

cannot function autonomously; their care depends on effective communication with 

other providers. Transmission of information seems to be especially important in the 

following intervals: when the patient arrives in the ER, when the patient is admitted, 

and when the patient is ready to be discharged. This section discusses some of the 

themes that emerged when participants discussed these important intervals for 

transmitting information to other providers. In particular, I discuss the following 

themes: exchanging information with other providers, coordinating care with other 

providers, and transmitting information to providers outside of the hospital setting. 
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With one exception, every hospitalist in my study had been a PCP before 

becoming a hospitalist and thus had previously interacted with specialists and medical 

professionals within the hospital setting in some capacity. Knowing that patient 

medical histories are critical to the physician in order to diagnose illness and also to 

determine medications in the treatment plan, the participants are aware that they need 

this information to be available to them. They also realize that they do not treat a 

patient independent of other providers. In their current role, participants shared that 

they treat patients who are not their patients outside of the hospital setting, and they 

often consult with specialists about their patients.  

The majority of patients that hospitalists treat are admitted through the ER; 

therefore, hospitalists and ER personnel interact daily. Ms. Guthrie, Nurse Manager of 

Emergency Care at Hospital A, began working at the hospital fifteen years ago as a 

nurse. She described the process of contacting the hospitalist when a patient arrives in 

the ER. She referred to her explanation as a typical event that happens when an ER 

physician recommends admitting the patient. Although Ms. Guthrie explains that there 

is a process in place that the hospitalist should follow, she also states that the exchange 

of information “depends on the hospitalist.” In fact, she references the independent 

nature of the hospitalists’ communication choices by stating, “they each have their 

own different worlds.” She explained, 

We call the hospitalist and say that we have a patient who is a patient of  

Dr. Stephens and needs to be admitted. The hospitalists will come down and 

review the ER doctor’s orders, and labs, reported and decide and write admit 

orders. They will inform the PCP doc and let him know. It depends on the 

hospitalist. Some call the doctor and let them know; some have us call the 

doctor and let them know. As far as communication, they each have their own 
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different worlds. As long as it’s documented that the patient got admitted, then 

it falls back on the hospitalist service. Then they go up and write the orders and 

follow with them until they are discharged. 

 

Although the ER physician can recommend that the patient be hospitalized, it 

is ultimately the hospitalist’s decision. Almost all patients admitted through the ER are 

assigned to hospitalists. Ms. Allen mentioned earlier that each hospitalist has his or her 

own process to determine if the patient should be admitted. However, once the patient 

is admitted to the hospital, it seems that hospitalists face different challenges in 

achieving successful transmission of information with other providers. Ms. Smith, 

NPH, discussed transmission of information after the patient is admitted. She shared 

that when information is transmitted from a hospitalist to other providers that the 

information is very different from the information she shares with the patient. She 

explained, “With peers there is a lot that you don’t have to verbalize; when talking to a 

provider there is a different level of understanding, lots of things aren’t necessarily 

elaborated on when you’re talking to a peer.”  

 Although patient care depends on the hospitalist receiving patient history and 

also transmitting information to the patient’s PCP, the hospitalist often consults with 

other providers while the patient is hospitalized. These consultations require the 

effective transmission of information because the providers will visit and treat the 

patient at separate times during the day. Ms. Guthrie, ER Nurse Manager at Hospital 

A, gave an example of when a hospitalist might need to consult with a specialist. She 

stated, 

They [the hospitalist] might have this scenario: the patient is admitted with a 

GI bleed and ended up having abdominal cancer. So, the hospitalist is the 
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admitting physician, but they have a consult with an oncologist. The oncologist 

will decide on the treatment. 

 

Even though the hospitalist consults with the oncologist, the hospitalist is the patient’s 

“physician of record” and responsible for documenting patient care, so it is critical that 

each physician coordinates with the other. 

 To ensure successful transmission of information, medical providers depend on 

written reports from other providers and support staff. Ms. Smith, NPH, gave an 

example of this team approach to communication. She explained,  

And most of our physicians [hospitalists] are internal medicine physicians so 

they are more focused in on the acute care experience and that sort of thing but 

they do consult maybe the GI doctor or neurology or you know, cardiology, 

and we really do work very hard to try to coordinate that within our group so 

that we’re all on the same page and then keeping the patient and their family 

on the same page too.  

 

Reflecting this emphasis on teamwork, many of the hospitalists believed that 

specialists respond to them when they need them, and they feel that there is a culture 

of effective communication among providers. When specialists are called in, 

hospitalists document the information exchange in the patients’ EMRs (electronic 

medical records). It is important to note that when the specialist responds to the 

hospitalist’s request for a consultation that the hospitalist and the specialist are often 

not in the patient’s room at the same time. Rather, the specialist will visit the patient 

when there is time. This exchange of information is typically very effective because 

the specialist’s notes are written in the patient’s chart. Patients’ electronic records and 

progress notes are important in understanding the overall perspective of patient health. 

However, patient care becomes more complicated when both specialists and 
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hospitalists are treating the patient. There are situations where the physicians need 

more information than what is written in the patient’s records.  

 Many times the hospitalist needs to directly communicate with a specialist, and 

contacting a specialist for follow–up information either face to face or by telephone is 

often very challenging. Dr. Harrell, the Director of the Hospitalist Program at Hospital 

B, discusses some of the challenges he sees as hospitalists communicate directly with 

specialists. Dr. Harrell explained,  

That’s a difficult one. I think for me it’s the most difficult piece because, let’s 

use just as an example, a surgeon––surgeons or cardiologists––someone who is 

doing procedures. They are tied up between procedures and you can’t always 

get hold of them. You can usually get hold of a nurse who answers their pager 

for them. That makes it difficult because you’re pulling them out of something 

and in the clinics if you call the physician you’re pulling them out of their 

patients exam room and so you’re disrupting them just to pass on information. 

You know, so and so has diabetes, you checked their blood sugar. Or they’re 

anemic and you checked their red blood cells and their hemoglobin on follow–

up. That doesn’t always need to be communicated verbally. That can just be 

from the electronic medical record.  

 

But sometimes they do need to do a phone call and so when to do that is a 

judgment call. But invariably, you always have your progress notes on a daily 

basis in the progress chart and people can read your notes. Whether it’s nurses, 

case management, another specialist, who’s going to be seeing the patient. 

That’s always there. There’s always that piece of communication. Sometimes 

you can’t always tell and so when that’s it you pick up the phone and call 

them. 

 

In the preceding statement, Dr. Harrell explained that, based on written documents, 

“you can’t always tell” the suggested course of treatment. If the hospitalist is 

preparing orders for the discharge summary, this information is vital. In describing a 

typical situation in which he might need to contact a specialist, he used the following 

example of calling an orthopedist. He stated, 
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For example, I had a lady who broke her ankle and it was non-displaced and it 

wasn’t clear to me. He didn’t say in his notes what the plan was as far as, could 

she bear weight on that ankle or does she have to be non–weight bearing and 

for what length of time. When was she supposed to follow up with him? Is it 

going to be casted or not? I had to pick up a phone because I’m discharging 

this woman. Okay, I was going to do follow–up with you in two weeks. Is that 

okay?  What’s her activity?  Can she bear weight on that ankle? Okay, thank 

you. 

 

 The above examples demonstrate the importance of effective written 

communication, but they also demonstrate the importance of effective face–to–face or 

telephone communication to clarify or add to the written documents. These examples 

also show the behind–the–scenes communication that often takes place among 

hospitalists and specialists. In addition to the transmission of information involved in 

consultations with specialists, hospitalists also noted the importance of sharing 

information with each other. To facilitate this transmission of information, Hospitalist 

Directors at Hospitals A and B where I conducted my research had implemented 

meetings among hospitalists on a regular basis. Specifically, each hospitalist group in 

this study scheduled time for the hospitalists on duty to meet and discuss patient care. 

During the course of my research, the hospitalist group at Hospital A was initially 

meeting once a month and then later revised their meeting times to briefly meet each 

morning. Dr. Crockett, Director of the Hospitalist Program at Hospital A, talked about 

the hospitalists’ meetings and the challenge of making sure that the hospitalists 

document patient progress. He explained when they have their meetings and why the 

meetings are important to patients. He stated, 

It’s every day at eight o’clock. And it usually lasts twenty minutes roughly.  

The reason why we do that is we do a handoff from the night people telling us 

any overnight problems or issues that came up as well as admissions. And then 
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we divide up the new ones and make sure all the patients are accounted for and 

that everyone has a physician assigned to them. That’s pretty much and then if 

there are any problems or issues we can talk about it. 

 

I asked Dr. Crockett why he had made the change from monthly meetings to daily 

meetings, and he said that the change was needed because of the hospital’s process of 

tracking patients. Because the system depended on the hospitalists to keep track of the 

reporting physician, he changed the schedule so that the group met daily. He 

explained,  

And part of that is a function of their [hospital] records, the medical records 

themselves, and our system. Every place has a little different system. But we 

have to do that out of necessity, otherwise patients get dropped and there is not 

a clear way to say, “Okay, this is how we do it.” 

 

Dr. Harrell, Hospitalist Director at Hospital B, explained that he began the 

meetings to encourage communication among hospitalists. Along with encouraging 

communication, his hospital had experienced several large groups of PCPs who had 

turned inpatient care over to the hospitalists. Although the PCPs had informed the 

hospital of their decision, they did not inform their patients; many patients were very 

vocal in their reaction once they were hospitalized. Dr. Harrell felt that these meetings 

would also provide a setting for the hospitalists to share their experiences with patients 

and the ways they handled these types of patient situations. As Director, his challenge 

was to get the hospitalists to understand why they needed to have these meetings 

because they thought their only responsibility was to treat patients. He stated, 

Several people who have worked in other places haven’t experienced this 

[morning meetings]. Some of our guys were initially skeptical. They feel, 

“Why do we meet if we just come in and see patients.” [phone ringing] Some 

of them want to come in and see the patient and leave. That meeting is all 

about communication; all about creating a relationship among docs. 
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 In addition to daily hospitalists’ meetings at both hospitals, one hospital’s CIO 

organized monthly meetings among key representatives within the hospital’s medical 

community. Both the hospitalist meetings and the physician group meetings were held 

to facilitate the effective transmission of information. Dr. Crockett, Director of the 

Hospitalist Program at Hospital A, explained that the Chief Information Officer at his 

hospital organized monthly meetings called Physician Leadership Group meetings for 

hospitalists to discuss the EMR (electronic medical record) processes that hospitalists 

use, to discuss challenges, and also to make suggestions as users of CPOEs 

(computerized physician order entry). He began with a brief description of the 

participants in the monthly meetings by stating, 

Once a month, a member of the Board, usually the Chairman, and it’s all of the 

Executives from [hospital]: CNO [Chief Nursing Officer], CMO [Chief 

Medical Officer], CEO [Chief Executive Officer], and COO [Chief Operations 

Officer] all go to the meeting, and then some of the administrative team also 

go; I think more just for their education, their business interns, and then the 

other people that go are the physicians. It’s physician leaders or physician 

representatives from almost all of the groups that come to [hospital] so I go, 

member from cardiology group, member from the GI group, member from the 

Sports Medicine group, one of the private cardiologists although he hasn’t 

attended the last several, somebody from the lab, one of the pathologists goes, 

one of the surgeons from the [city] Surgical Group goes and the head of the 

anesthesiology, head of the ER goes, probably somebody else but that’s what 

occurs to me.  
 

Dr. Crockett explained that at these meetings individuals often speak out about issues 

that need to be addressed. Due to the size of their hospital, the areas with the most 

conflicts tend to get attention, whereas smaller issues sometimes do not. He said that 

results happen when issues are brought up in the Physician Leadership Group 

meetings. He summarized the purpose of the group meetings by stating, 
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The purpose is the administration seeking input from the physicians and when 

issues are brought up or questions are raised things happen [emphasis by 

participant]. And I think there’s a whole different level of responsiveness or 

commitment to making sure that things get addressed from that meeting.  
 

From the observations I made at Hospitals A and B, hospitalists’ morning 

group sessions provide a time to vent their frustrations, share concerns, and also target 

areas that need improvement either in processes or among hospital personnel. While 

each Director shared that the hospitalists at Hospitals A and B are reluctant to have 

these meetings, the meetings are short and small issues are resolved. There are some 

overarching issues that are difficult to resolve. From the comments that hospitalists 

made during the group observations, it became clear that although hospitalists and 

specialists seek to provide quality care, there is still tension among the two groups. 

During one hospitalist group’s session, a hospitalist discussed a new specialist who 

had joined a local urology group. In complimenting the specialist, he also shared his 

perception of specialists who have worked for a number of years and the tension that 

exists among hospitalists and specialists. The hospitalist stated, “New one, that’s nice. 

He hasn’t been corrupted by the old group.” Another hospitalist asked him who he was 

talking about. He responded by stating, “New urologist; he’ll actually work for now.” 

Many in the room laughed or nodded their heads in agreement to his comments. The 

hospitalist later explained that sometimes specialists who have practiced a long time 

become complacent and do not work at the level that he feels they should work. Many 

of the hospitalists I interviewed or observed perceived that specialists use them for 

patient work that they do not want to do. 
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 When the hospitalists decide that their patients are ready to be discharged, the 

next important phase of communication is that which surrounds discharge from the 

hospital. Although transmitting information is critical to patients, it is also important 

that the hospitalist transmits the treatment plan to the follow–up physician, who is 

typically the PCP. Specialists who treat inpatients often remain involved in their care 

after discharge. These same specialists are also in and out of the hospital on a regular 

basis and can visit with the patients and hospitalists as needed. However, PCPs who 

treat patients outside of the hospital setting do not visit their patients in the hospital, so 

the PCPs depend entirely on the discharge summary to update them about their 

patients’ care and physical condition. In the past, Hospital A had a system in place to 

notify PCPs about their patient’s hospitalization. In my research I found that this 

transmission of information depended on an administrative associate, and when she 

resigned her position, the notifications stopped. In an interview with the Dr. Crockett, 

Hospitalist Director at Hospital A, I asked him if there was currently a process in place 

to inform the PCPs about their patients’ hospitalization. He responded,  

There’s not a formal process and that drives me crazy. That has been my bane 

since I’ve started here. Before I started here, we had a process in place but the 

person who did that, things kept getting added to her plate and it fell off, and 

then she has since left and no one has replaced all of her duties. 

However, he described a new process that had been put into place that week to 

improve communication. He stated, 

Now we do have something that we’re kind of putting into place since last 

week. That is this (hands me the document). It’s a list that we create. It’s our 

patient census. It just has room number, who the doctor is for the day because 

it can change from day to day, and who the primary care physician is if it’s 

known, and our contact information. This is faxed to every floor in the hospital 
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every morning at 7:00, and we just recently began faxing it to the [name] 

Clinic. And I would love to fax it anywhere else where people want this 

information.  

In the quotation above, the Director mentioned that he was faxing the patient 

information to only one clinic. When I asked why he was faxing the list to only one of 

the hospital’s clinics, he responded, 

Ahhh, because there’s at least one doctor in that clinic who’s been the most 

clamorous to get this information. He wants these notifications but even more 

than that, he wants a handoff at discharge. But this is a start, letting people 

know that the patient’s in the hospital.  

 

From his statement, it is clear that the Director selected physicians at clinics where he 

determined the physicians wanted inpatient information. He did not survey all PCPs in 

the hospital network nor did he ask the coordinators at each clinic if they wanted the 

information. However, he stated, “And I would love to fax it anywhere else where 

people want this information.” I asked how he identified these physicians and he 

stated,  

There are a few that I know [emphasis by participant] for a fact because they 

have told me that they look them up. Like, [stated a physician’s name]. She 

checks it daily. She logs in and sees if she’s got any patients in the hospital, I 

know she does it daily. 

 

The Director seemed to base his decision on what he personally knew or what 

someone had told him. He could not determine who logged into the system because 

the system does not provide that type of information to the hospitalists. The Director 

seemed to use the same protocol with the transmission of information that he uses to 

treat his patients. For example, physicians base their medical decisions on what they 

know based on medical tests, observations, or from talking with the patient; they 
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rarely make a decision based on speculation. Also, physicians rarely survey or ask a 

representative group of physicians in order to make a decision. They are taught in 

medical school to base their decisions on a set medical protocol. The result of the 

Director’s observations was that his changes allowed the PCPs at one clinic to have 

the information because he knew they wanted it. These PCPs could then identify the 

hospitalized patients. However, this information was not available to all PCPs in the 

hospital’s clinical network. 

 For this hospital, the responsibility of documenting patient care and recording 

the patient’s health and physical, commonly referred to within the hospital setting as 

“H&P,” was placed on individual physicians. Every physician working in the hospital 

setting is required to chart patient information and document patient progress. 

Although these practices are required, each physician brings a unique approach to 

documentation. 

Transmitting Information using Written Documents and Technologies 

When the hospitalists discussed the transmission of information with other 

providers, they stated that most of their communication involves electronic reports. 

This section discusses examples from my research in which participants discussed the 

problems and challenges that can arise in these electronic reports. The discussion is 

organized around the following themes: continuity of information, transition of care, 

and implementation of new technologies and processes. 

In the hospital setting, the provider’s choice about the mode of transmission, 

whether face to face, fax, print, or electronic, impacts the effectiveness of 
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communication. Face–to–face communication such as a consultation with a specialist, 

a verbal exchange with a patient, the patient’s family, or the patient’s nurse all 

influence the information that the hospitalist records in her progress notes and 

discharge summary. Although the patient’s progress notes and the discharge summary 

may be written by one hospitalist, they are often written by multiple hospitalists. This 

observation reflects Dautermann’s (1993) statement that writing within the hospital 

setting is a social act involving multiple authors. If a hospitalist calls in a specialist to 

consult, the hospitalist is responsible for documenting patient care. Therefore, 

hospitalists depend on input from patients and other providers to write and transmit 

patient information.  

 To maximize patient care, the providers must work as a team within the 

hospital setting, and this means continuity of information is an important area of 

concern in the transmission of written information. Firth–Cozens is the director of the 

Centre for Clinical Psychology and Healthcare Research in the United Kingdom. His 

2001 article examines factors that assist or impair professional teamwork. He 

explained that one of the most important cultural perspectives in effective teamwork is 

that errors should be viewed as opportunities to improve care instead of assigning 

blame for the error. He reported that “teams should ensure that they are able to hear 

the voices of those staff with the most experience of what can go or has gone wrong in 

patient care, whether or not they are of lower rank than their colleagues” (p. ii28). 

Although he did not specifically identify physicians as those who should “hear the 

voices,” he did explain that communication challenges arise when those in the upper 



Texas Tech University, Debra Burleson, August 2012 

80 

ranks do not listen to those in the lower ranks. Kaldjian et al. (2008) also surveyed 

physicians in teaching hospitals to identify the factors that impact physicians’ reports 

of those medical errors. Researchers have shown that all information is important to 

patient care, whether reporting about medical errors or documenting patient care. 

 The following two studies examined a medical communication intervention 

and the impact on relationships among medical professionals and among patients and 

physicians. Whether the intervention is a form completed by the patient or a document 

that communicates information to other providers, continuity of care should be the 

goal. Giacomini and Cook (2000) examined how a medical form influences 

resuscitation dialogue among patients and physicians. The authors found that the form 

can limit the dialogue rather than encourage conversation. Aström, Dugan, and Bates 

(2007) conducted a medical communications research study to evaluate an 

intervention, which was a joint communication note (JCN) placed at the foot of each 

patient’s bed in the ER. The note included information about the patient’s drug–related 

issues, drug administration, and patient discharge information. The authors introduced 

their article by stating that “communication between healthcare professionals is central 

to delivering high quality patient care and is increasingly important for demonstrating 

professional accountability and responsibility” (p. 325). The authors found that 

different medical professionals used the communication note in different ways and to 

different degrees. For example, nurses and pharmacists used it the most and physicians 

and therapists used it the least, with physicians depending on the summary note. The 
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authors noted that while all of the professionals supported the implementation of the 

note, they varied in their use of the note.  

Hospitalists and other providers hand off patient care from one person to the 

next as shifts begin and end and time on and off fluctuates. In order to provide 

continuity of care in transmitting information, hospitalists reported that they rely on 

two methods of written communication––the patient’s chart, specifically progress 

notes, and a virtual patient folder. Sometimes a patient is treated by the same 

hospitalist throughout their stay because the patient’s stay in the hospital coincides 

with the days that the hospitalist is on duty. However, often a patient is treated by 

more than one hospitalist because the hospitalist will rotate off duty before the patient 

is discharged. In these situations, each hospitalist depends on the previous hospitalist’s 

written communication to continue medical care. It was interesting to note that the 

hospitalists did not mention relying on the nursing staff as an added source of 

information about the patients.  

In addition to the chart, Hospital A has a virtual folder stored in the hospital’s 

computer system. This folder can only be accessed by the hospitalists and contains a 

document describing the patient’s health, the physician of record, and when the 

hospitalist expects the patient to be able to transition from the hospital, along with a 

master document that contains the current hospital census. The census includes patient 

names, hospital room numbers, the corresponding name of the patient’s hospitalist, 

and the patient’s PCP (if known). Hospitalists can log into the system remotely if they 
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are coming on duty the following day and want to read over the list of patients they 

will be caring for and their medical information.  

As stated at the beginning of this chapter, the transmission of patient 

information relies on communication protocols for consistency in the various modes of 

communication, which include face–to–face communication, faxes, emails, and 

transcription. The protocol also includes notifying the patient’s PCP of their 

hospitalization. The communication protocol is dependent on the transcription 

department because transcriptionists take the dictated information and digitize it so 

that it is accessible to the hospitalists, specialists, and the PCPs who can access the 

information through a networked login. Dr. Crockett, the Director of the Hospitalist 

Program at Hospital A, explained that minimizing the time it takes to transcribe the 

dictations is important because providers who treat patients do not have access to the 

information until it is transcribed.  

Figure 3.1 on the following page illustrates how information is transmitted 

once a patient enters the ER and the decision is made to hospitalize the patient. 

Communication begins at the ER and the ER physician has access to the patient’s 

information through several sources—electronic medical records (EMR), face–to–face 

communication, and also the physician’s observations. This information is 

documented on a form called an H&P (history and physical), and this document 

travels from the ER physician to the hospitalist. Once the patient is hospitalized, the 

hospitalist communicates with other medical professionals within the hospital setting 

which includes other hospitalists and medical personnel (lab technicians, case 
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managers, etc.). The final document that is transmitted is the discharge summary 

which is transmitted outside of the hospital setting. I have listed the most common 

places outside of the hospital setting, such as the patient’s PCP, a home health care 

agency, or a nursing home.  

Figure 3.1 Communication Path from ER to Discharge 

 

Every patient document that is dictated has to be transcribed. One of the first 

and most important pieces of information that needs to be transcribed is the history 

and physical (H&P) paperwork that is recorded when the patient is first admitted. The 

H&P is the history of the patient’s physical health, including medications they are 

currently taking, medications that they are allergic to, and their current physical 

condition. The H&Ps, as well as the discharge summaries, are digitally saved and 

constitute what is generally referred to as the patient’s electronic medical record 

(EMR). (See Appendix D). In addition to each patient’s H&P and discharge summary, 

the PCP also keeps electronic records to document each patient visit as well as any test 

results. Therefore, when a patient is admitted to the hospital, the EMRs contain critical 

information for the hospitalist as well as details about prior admissions, medications, 

Discharge Summary 

PCP Home Health Nursing Home 

Other Hospitalists, Specialists, Medical Personnel (lab, case mgmt) 

Hospitalist 

EMR, F2F, and Observations 

ER 
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test results, and the name of the PCP. 

The following narrative demonstrates the importance of transmitting an EMR 

in a timely fashion. Many times information in an EMR triggers important tests that 

the PCP should administer after discharge and also areas of the body that the physician 

needs to monitor. For example, hospitalists may prescribe medications that need to be 

taken for a short period of time with the understanding that after discharge the 

patient’s PCP will reduce the dosage, change the medication, stop the medication, or 

order additional tests. Dr. Crockett stated, 

So, the way the system has worked, and this is unique to [Hospital A] is that 

we dictate the notes both on admission and on discharge and once they are 

dictated they are transcribed. History and physicals take about twenty–four 

hours or less. Depends upon whether it is a weekend or a weekday to get 

transcribed. So once it is transcribed then it shows up for us to electronically 

sign the note. Once we sign it, it then gets faxed the next business day to the 

office. So on admission they’ll [PCP] get a notice, “Hey, your patient is in the 

hospital.” Because most of them [patients] come to the ER. The clinic may not 

even know the patient was hospitalized. So they’ll get a notice that way which 

is kind of a passive way. Not always the best way but that’s the way it has been 

when the patient is hospitalized. But most importantly they need to know that 

the patient has been discharged and with this set of medications, these things 

were changed, please don’t put the patient back on this medication because it 

may cause this problem or this interaction, or this was the culprit. 

 

 Dr. Crockett’s explanation above shows that hospitalists depend on written 

communication to both begin treatment (H&P) and summarize the treatment 

(discharge summary) so that outpatient physicians can continue treatment. However, 

even though the hospitalist program has existed in the United States since 1996, there 

are some gray areas concerning the degree of detail that should be included in these 

documents. Dr. Greene, Chief Medical Officer (CMO) at Hospital A, reiterated Dr. 

Crockett’s concerns about communication between the hospital staff and the patient’s 
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PCP. Specifically, Dr. Greene discussed how communication can impact patient care, 

reimbursements, and the protocols that hospitals have to maintain. He addressed what 

he described as a “tremendous key to keeping people out of the hospital” and also the 

importance of transmitting information to the patient’s PCP. He stated, 

I don’t know that there is any universal guidelines or anything but I think 

everybody sees that dramatic need for communication as far as continuity of 

care goes and getting more and more important. I mean, probably the next big 

driver is that we’re going to start being penalized or not being as well 

reimbursed. Possibly not being reimbursed at all for readmission. So if we 

discharge a patient from the hospital and they have to come back and be 

readmitted for the same problem within thirty days, especially with Medicare 

patients, we’re not going to be paid for those readmissions. So a tremendous 

key to keeping people out of the hospital that have been in is making sure that 

everyone knows what is going on when they are in the hospital and making 

sure that they get appropriate follow–up care with their physician.  

 

 As many of the participants’ remarks indicate, even though protocols are in 

place to promote effective transmission of information, these protocols are not perfect. 

When the protocols fail, the system relies on individual providers to transmit needed 

information and decide on the best method of transmission.  

 Another example to illustrate this point was an instance discussed in a group 

session. Dr. Gregg reported that he got his patient’s test results from the lab after the 

patient was discharged. When this happened, he called the patient to tell him about a 

change he was making in his medication prescription. In this case, telephone 

communication provided information for the hospitalist which was missing because of 

delayed test results. During one group session, Dr. Miller said that that he had a 

patient who was demanding to go home. Dr. Miller did not have one set of test results 

and wondered what might happen if he did not get them back before the patient was 
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discharged. Dr. Gregg told Dr. Miller about his own experience by stating, “Test 

results came back after patient was dismissed with different results. Called the patient 

and told her to take a different medication for a while.” In a follow–up interview, Dr. 

Gregg shared that hospitalists depend on the transcription department to quickly 

transcribe and make patient records available to the physician. However, it is often 

days before dictation gets it to them. If lab results are part of the dictation, the patient 

may be discharged before the physician can read them. He also reported that often the 

patient can be discharged and be home while the hospitalist is waiting for results. In 

this case, the hospitalist is aware that he will need to contact either the patient or the 

patient’s PCP after the patient’s discharge about the results. He stated, “Hospitals 

traditionally don’t place priority with discharge summaries; hopefully you put in your 

dictations to monitor certain tests after they come back after discharge.” Ms. Sexton, 

Director of Medical Records, verified his statement and explained, 

We prioritize H&Ps, progress notes, consults, op [operation] reports, and the 

discharge summary goes by the wayside sometimes. But the hospital still has 

the responsibility of how the information gets disseminated. And it still lies on 

the person who is dictating. i.e. Let’s say that Dr. X does a discharge summary 

and she tells us that the primary care physician is Dr. So and So. Then we will 

automatically put it in a box, we can send it on the next day. Once she signs 

[emphasis by participant] it, it is automatically faxed to that physician’s office. 

But they have to tell us and they have to sign it. If it’s not signed, it won’t go. 

 

Of the hospitalists I interviewed, only one consistently calls PCPs if there is any 

question about whether or not the PCP will understand the decisions made about the 

patient’s care during the hospital in order to continue that care after discharge. As one 

hospitalist, Dr. Marek, shared how he navigates communication challenges within the 

hospital setting, he also discussed how he documents patient care. He stated that he 
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begins by reviewing the patient’s History and Physical (H&Ps) because this document 

is the first hospital record when the patient is admitted. In describing his 

documentation process, Dr. Marek demonstrated the vital role that the transmission of 

information plays in understanding the patient’s physical condition. He stated, 

When I see a patient it’s done in a systematic way, my H&P are always done 

the same way. My system for the discharge summary is the same way. It’s 

systematized because it makes it more efficient. It makes me less likely to 

mess up something or skip something with you that might be critical.  

 

Now the EMRs, if done appropriately they have bridged a long gap because we 

never knew a lot about these patients before they came to the hospital. We had 

to learn a lot of things. Now we go to [hospital] EMR and punch up the last ten 

notes and kind of start getting a feel for the patient in terms of what they are 

doing, what they’re feeling. I usually try to go back at least a year or two and 

get a sense for things. You know, somewhere in there this person was taken off 

of medication for X, Y, or Z. Or this person did not comply with X, Y, or Z. 

It’s learning the patient but also learning individually what they are capable of 

and what they are not capable of and what complications they’ve had and how 

to handle those complications. And there is a lot of information.  

 

However, not all hospitalists follow the same process as Dr. Marek described 

above. Most hospitalists shared that they handwrite their progress notes. For example, 

I asked Ms. Ricki, NPH, if she dictates her progress notes, and she stated, “No, I don’t 

do progress notes. I just do H&Ps and discharge summaries. That’s all I dictate. My 

progress notes I write out and have them charted.” [“Charted” means that the notes are 

physically added to the patient’s charts.] Based on several participants sharing 

different ways that they record their progress notes, I asked Ms. Sexton, Director of 

Medical Records, if she knew if the difference in maintaining progress notes was 

unique to this hospital. She reported that some hospitals do not allow written records 
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and noted that she hoped that Hospital A would become completely digital in the next 

few years.  

Some places already have it—electronic records. Complete [emphasis by 

participant] electronic records. No more written progress notes, no more 

written orders, and that’s really the only thing we still have. Because your 

medication sheets are online, we still do it, but you could do your medications 

online, your progress notes online, your physician orders online, and 

everything else is online. I think we will be there, God, I’m hoping in another 

five years—within five years. I think we might be there earlier than that but I 

hate saying three years and then it’s ten. (She laughs.) 
 

Although some hospitalists reported that they hand write their progress reports,  

Dr. Young gave an example of H&Ps to illustrate why she prefers electronic reports. 

She stated, 

Yes, they [H&Ps] end up in the computer and that’s easier for people to access 

after the person is discharged. It’s very hard to get the paper chart to look at 

everything. So the more things to look at in the computer, sometimes the easier 

to go back and research the patients’ medical history. So that would an 

advantage of using something electronic that would be in the computer. 

 

 Upgrading, updating, and adopting new technologies are requirements of 

hospitals systems in order to improve medical care. Turner, Warisse, Robert, and 

Reinsch (2004) studied a hospital’s implementation of a new communication 

technology—video conferencing. The authors concluded, “media–choice decisions do 

not occur in a vacuum, but instead incorporate assessments of task situation” (p. 23). 

They identified these task situations as routine events, time, and professionals 

involved in the tasks. The Director of the Hospitalist Program at Hospital A 

understands the challenge of adopting new technologies and discussed conversations 

with the hospital’s IT administrator by stating, 
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We are about and I don’t know how soon….within the year we’re going to 

change our orders to computerized physician order entry (CPOE). That’s 

instead of you writing you know, “Get the patient this medication at this time,” 

you have to enter it into the computer. So he’s [IT administrator] kind of given 

us some updates about that and also some updates about computer access 

throughout the hospital and that sort of stuff. Other than that he is accessible. I 

can go and talk to him and I’ve sought him out a few times particularly with 

the Dragon issue. 

 

The mention of the “Dragon issue” in this quotation refers to one hospital’s attempt to 

make dictation more efficient by pilot–testing Dragon voice recognition software. By 

implementing voice recognition software, the Director hoped to shorten the time it was 

taking for the providers to dictate the information, get it transcribed, and ready to read 

in the chart. He also hoped to shorten the time it was taking to get the discharge 

summaries to the PCPs. He decided on the software, Dragon Naturally Speaking, 

because several providers in the hospital had used it. 

When one hospitalist who volunteered to use the software was asked about 

where the idea originated and what she knew about it, she responded, 

Do you know, I know there was initially a physician or still is in the hospital 

that used this––that they got the idea from. It was someone apparently I had 

heard or someone was referring to that the handwriting was such that 

something was going to have to happen and they sought out Dragon and its 

kind of how they heard about it.  

 

In each interview, I asked the participants at the hospital if they had volunteered to use 

the voice recognition software. If they had, I asked them about their experience and if 

they edited their own dictations or if the transcription department was responsible to 

edit the documents. Ms. Ricki, NPH, answered by discussing the editing process. She 

stated,  
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Yes I do. I probably do that once a week or couple of times a week because I 

have time. I’ll just pull up all my dictation that they have done for me and then 

I review every single one of them. I know not everybody does that. You can 

automatically sign everything without looking at it or you can view each one 

and edit and I do find I have to edit either because the way I dictated sounds 

squirrely or they’ve misspelled a word or they’ve not understood exactly what 

I’ve said. So yes, I edit each one before I sign it. 

 

Of the six hospitalists at the hospital, including the Director, and one nurse practitioner 

hospitalist, only three volunteered to train and use the software. However, all 

recognized that something needed to be done to improve the time lag from when 

information was dictated to when it could be electronically viewed. Dr. Simmons, who 

has been a hospitalist in two other cities as well as a primary care physician, offered 

his opinion of voice recognition software, particularly the medical advantages. He 

stated, 

The first that I had heard about voice recognition software in medicine, I 

basically thought that was going to be a much harder task than just standard 

dictation or standard conversation because there are so many medical terms 

and there’s such a broad variety of accents that come into play. And certainly 

some of the earlier stuff that I saw even and read about, there seemed to be a 

lot of problems with the training. Even though the programs had the training 

components in them, it still seemed like there was a fair amount of learning 

that had to go on. I mean, you see stuff posted on bulletin boards about funny 

transcriptions and things like that. So I don’t know, I think it’s still a concept 

that’s in evolution. 

 

However, the Director of the Hospitalist Program believes that voice 

recognition software is worth the time because the software will reduce the time it 

takes for the discharge summary to be available for the physician to sign and transmit 

to the primary care physician. He also believes it will lessen the time it takes for the 

H&P to be processed and available for hospitalists. 
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Dr. Young agrees with Dr. Crockett about the need to use technology such as 

Dragon, especially when the transcription department is closed on the weekends. She 

explained, 

I mean, if I am going to use it [Dragon] that would probably be how I would 

get comfortable with it, that would be the discharge summaries. I’ve tried to do 

some of the H&Ps, particularly when I’m going to be gone off service and it’s 

going to take a couple of days. Like on the weekend, on Sundays nothing gets 

typed. So on Monday somebody comes in, but I’m really good about hand 

writing stuff when I admit people. But I have done some of the H&Ps on 

Saturdays and Sundays when I don’t know if they’re going to get typed before 

I leave and the next person comes in and I want them to have something.   

 

There’s nothing more frustrating than to come in to a new patient and there is 

nothing because somebody didn’t write anything and they dictated but it hasn’t 

been transcribed. 

 

Even though Dr. Young saw the benefit of the voice recognition software, she 

preferred dictating her notes because it took less of her time to dictate and send the 

information to the transcription department than to use the software and have to edit it 

herself. The Director agreed with many of the participants about the added time the 

software required in training and overall use. He stated,  

Lots more but I’m willing to take that sacrifice most of the time, 98% of the 

time because I know that it means getting to the patients primary care provider 

sooner. I think it’s critical because it’s [discharge summary] of no use if they 

[PCPs] don’t get it before they see them [patients] back [in the clinic]. 

 

Dr. Crockett shared his goal that every patient’s PCP receives notification of the 

patient’s hospitalization and discharge. I responded about the priority he places on this 

goal when he has to coordinate activities in the hospital as well as staff and assign 

rotation duties for the hospitalist. He reported,  
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Absolutely. This is something that keeps me awake at night because this is just 

as I described. This is an imperfect system. It’s dependent upon the physician 

identifying who their primary care physician is and sometimes we can’t. 

Sometimes they [patients] are comatose. Sometimes they are demented. 

Sometimes they are on a ventilator and can’t talk and sometimes it is just not 

clear who the primary care physician is at all. So (a) it’s dependent upon 

identifying who it is. (b) The physician remembering and wanting to send a 

copy to the primary care physician. (c) Signing it [discharge summary] in a 

timely manner to get it to them in a meaningful time period. So it’s imperfect. 

So what I’ve been trying to do and I’ve been trying to do this for a year now 

and I’ve been told this is a position that has been approved and we’re just 

trying to work out the kinks and get this in place. But by having somebody, 

this could be a college student volunteer up here. It’s not a difficult job. Or it 

could be a paid position by somebody who could then keep track of all the 

people who come in in a twenty–four hour period and go in and manually print 

this stuff out and fax it and not be dependent upon a signature or the delay. Just 

do it. 

 

Although Dr. Crockett, Director of the Hospitalist Program for Hospital A, stated that 

the voice recognition system would benefit the hospitalists and, ultimately, the patients 

because the system would decrease time in transmitting medical information, by the 

end of this study Dr. Crockett was the only one using the software. He provided an 

example of a discharge summary he had dictated (See Figure 3.2). In the discharge 

summary, it was apparent that some of his words were not recognized by the software 

or replaced with words he did not say. If left unedited, the discharge summary could 

have some misleading information. For example, before editing, one statement about a 

male patient read, “His abdominal pain is resolved/improved with one single of 

menstruation of Dilaudid.” Dr. Crockett reread the text, adding his edits with the 

following: “His abdominal pain is resolved/improved with one single administration 

of Dilaudid.” 
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Figure 3.2  Example of Errors in Document using Voice Recognition Transcription 

 

Dr. Crockett acknowledged that the physicians who use the software must allow time 

to edit their dictations. Some hospitalists did not attempt to use the software, and the 

ones who did cited time as the main reason they quit using it. As Dr. Young alluded to 

earlier in this chapter, she stated that it took more time to use the software and edit her 

mistakes than it did to dictate it and have the Medical Records Department transcribe 

it. 

 Time was also a factor in the hospitalists and NPHs discussion of editing 

transcriptions. As Ms. Ricki, NPH, stated in her earlier anecdote, she edits each 

discharge summary and individually signs them because she has more time. In 

Hospital A where she works, she is assigned fewer patients than her fellow 

hospitalists, and she also does not work on weekends. 
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Conclusion 

 Hospitalists and NPHs demonstrated during interviews and observations that 

they seek to effectively communicate with patients, each other, and other medical 

personnel. They mentioned communication in the following areas: face–to–face 

communication, written communication, observations, and telephone communication. 

The hospitalists and NPHs’ perceptions, especially regarding patients and patient 

families, were interesting because they seemed to emphasize that effective 

communication was dependent on patients who listened to them or repeated the 

information back to them. Dr. Simmons shared that he takes time to observe patients 

and also uses non–verbal language to communicate. Dr. Marek stated that he tries to 

assess the patient’s level of education to determine which words to use when he 

communicates with the patient. 

 Both Directors at Hospitals A and B reported that they schedule time each day 

for the hospitalists and NPHs to meet as a group. At the beginning of this study, 

Hospital A’s hospitalists and NPHs met once a month, but by the end of the study, 

they met every morning. Although the directors both mentioned that the physicians 

seemed to resist taking the time to meet, none of the participants mentioned this during 

interviews. In fact, when they mentioned the sessions, they reported conversations 

which helped them either in communicating with a patient or another physician or 

helping them with a difficult medical decision. 

 During Dr. Crockett’s review of why it is so important to transmit the 

discharge summary to the primary care physician as quickly as possible, he details 

some obstacles that can cause delays in the process. His comments echo what many 
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hospitalists and NPHs have mentioned in the preceding narratives, and that is that each 

physician has his or her own process. And, as Dr. Crockett states, the hospital’s 

imperfect system depends on the physician [emphasis added] dictating the 

information, getting the missing information that is needed, and signing off on the 

information, so that the system can deliver the information to the PCPs. 

 In addition to discussing the ways that hospitalists successfully transmit 

information, my participants also offered examples and explanations about when 

communication breaks down. Chapter Four will examine these communication 

breakdowns and discuss hospitalists’ perceptions of why these breakdowns occur.  
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CHAPTER IV 

PERCEPTIONS OF COMMUNICATION: INEFFECTIVE TRANSMISSION OF 

INFORMATION 

 

 Although administrators and directors of hospitalist program at Hospitals A 

and B have tried to implement processes that promote effective transmission of 

information, participants discussed a lot of situations in which communication breaks 

down or is ineffective. These breakdowns also fell into numerous categories. As I 

demonstrate in this chapter, although participants generally perceived patients and 

patients’ families to be the source of the problem, my group observations suggest that 

communication breakdowns among providers are actually more significant.  

 In Chapter Three, I reported on participants’ perceptions of situations in which 

information was effectively transmitted. In this chapter I will report on examples that 

participants shared about situations in which they perceived that information was 

ineffectively transmitted. 

Patients and Patient Families 

 When participants discussed ineffective communication, perhaps the most 

prevalent topic that seemed to cause the most frustration and to demand the most time 

was communication with patients and patient families. This section discusses some of 

the themes that emerged when participants discussed transmitting information to 

patients and patient families. These themes included perceptions of communication 

exchanges, misunderstandings about the hospitalist profession, and demands made by 

patients and their families. I define perceptions as attitudes or opinions that influence 
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exchanges of information. In 1997, Cockburn, a behavioral scientist, and Pit, a 

research project assistant, studied doctors’ perceptions of patients’ expectations about 

prescriptions and concluded that doctors make decisions based on their perceptions of 

the patients’ expectations. For example, the authors stated, “When the general 

practitioner thought the patient expected medication the patient was 10 times more 

likely to be prescribed a medication than when the practitioner thought that the patient 

did not expect any medication” (p. 521). Cockburn and Pit summarized their findings 

by stating: “A significant association existed between patients' expectation and 

doctors' perception of patients' expectation” (p. 520). My assessment of perceptions is 

limited to the information that hospitalists shared during interviews and group 

sessions. Perceptions, mediated by interviews and observations, offer rich information 

about hospitalists’ medical decisions and information transmitted in the hospital 

setting. 

During one interview, I asked Dr. Marek, a hospitalist at Hospital A, his 

perceptions of the impact of ineffective communication with patients, and he 

responded, “It’s also the bane of our existence. When it’s [communication] done 

poorly, it has a lot of repercussions more than most do.” This section gives examples 

of situations in which participants believed that information was ineffectively 

transmitted to patients and patient families.   

Interview data reported in Chapter 3 indicated that effective communication 

depends on patient cooperation and agreement with the treatment plan. Patient care is 

often compromised when patients and patient families do not cooperate with medical 
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personnel, when patients and families do not agree on the treatment plan, or when the 

family interferes with patient care. During a group session, a hospitalist and a NPH 

reported that they were experiencing all three situations with one patient. The patient’s 

report began with Dr. Childress complaining that the patient was noncompliant. Dr. 

Childress began his report in a group session stating, “She doesn’t want to eat; [she’s] 

out of patient mode.” By describing the patient in this manner, Dr. Childress meant 

that the patient was not cooperating with the medical staff. The patient was not eating, 

and she was not making any effort to walk or to talk with the staff. Ms. Borders, NPH, 

had also treated this same patient and commented, “If I could get the son out of the 

room long enough to talk to her,” and Dr. Childress interrupted her and stated, “She 

told me she didn’t want the tube; we’re going to have to bring up that nasty hospice 

word again.” Dr. Childress added that a specialist told him that the patient needed 

surgery. He reported that the patient stated that he “didn’t want any of it.”  

Sometimes hospitalists indicated that either the patient’s appearance or the 

patient’s non-compliance affected the hospitalists to the point that they were reluctant 

to treat the patient. In a few instances during group sessions, hospitalists expressed 

that they did not want to treat a patient. For example, in the following narrative, Dr. 

Gregg described his challenging experiences with a patient by stating,  
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Dr. Gregg:  This guy is Jeffrey Dahmer – looks evil – go in and on his 

bedside table is a bone; he carves on the bone. “Why don’t 

you use a piece of wood?” His sister has intricate carving; I’m 

not going back in the room! Where did he get the bones? 

[physician’s name] ordered tests of the leg. 

 

Ms. Borders: He ordered it just to shut him up. 

 

Dr. Gregg:  Now he has a reason; [I] ordered a test of his entire spine. 

 

The above exchange of information in the group sessions illustrates that hospitalists 

and NPHs can become very frustrated with their patients and order tests to appease the 

patients rather than order tests based on medical decisions. In the example above, Dr. 

Gregg reported that he ordered the spinal test to keep the patient from complaining to 

him. The example also illustrates that hospitalists may be influenced by their patients’ 

appearance and actions. Specifically, Dr. Gregg referred to the patient by stating that 

he “looks evil.” 

 During the group sessions, hospitalists often would focus on 

miscommunications with the patient or the patient families rather than the patient’s 

health. However, in some cases, when the hospitalists perceived that the patient or the 

patient’s family was the source of the miscommunication, they would point to medical 

personnel who were also involved in the miscommunication. These instances 

involving medical personnel were often embedded in their narratives and not explicitly 

stated. In the following narrative, for example, Dr. Gregg perceived that there was 

tension between himself and the patient’s father and that this tension was the primary 

communication problem. However, what caused the patient’s medical treatment to 

stop was not the hospitalist’s relationship with the father but was the result of the 
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specialist not responding to the hospitalist. The hospitalist had determined that the 

patient needed a psychiatrist, but negotiating the consultation was challenging. Dr. 

Gregg explained that the patient and the family “know and accept” the medical 

condition; however, the transmission of information stopped because the psychiatrist 

was not responding to requests to see the patient. The following conversation between 

the hospitalist and the Director indicates two participants’ perceptions of this difficult 

situation: 

Dr. Gregg:  I made nice with the father. I was not fired 

(participants clap). All tests are negative; neurology is 

on board and are no help; having psych come see her 

biggest hurdle to get psych to come see her – family 

and patient know and accept; they said “this is 

painful;” episode occurred when there were 15 people 

in the room – didn’t know you could get 15 people in 

the room; patient is profoundly depressed. 

 

Dr. Harrell:  I never really make progress with patients – such a 

social disease. 

 

Dr. Gregg:  Thought about another test – know you aren’t going to 

get anything – possible acute headache after test; she is 

married – husband left a note on the chart, haven’t 

seen husband, husband is absent. 

 

It is clear from the previous exchange that Dr. Gregg had discussed with the patient’s 

family members the beginning and end of the narrative because it was the perception 

of the Director, Dr. Harrell, and Dr. Gregg that the central issue was the family. 

However, embedded in the narrative was the hospitalist’s admission that he was 

having difficulty getting a consultation scheduled with the psychiatrist and that the 

neurologist was not helping the patient.  
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 Dr. Jones’s account of a communication breakdown below provides another 

example of the physician’s perception of the patient’s experience. George, the patient, 

arrived at the ER and was admitted under the care of a NPH. He was admitted just 

before the hospital’s shift change, and a NPH called in two providers––the hospitalist 

who would be taking the next shift and a cardiologist––for consultation on George’s 

case. In this example, a cardiologist, a hospitalist, and a NPH were treating George, 

and he did not understand who was coordinating his care or why there were so many 

physicians in his room. Although the hospitalist was the patient’s physician of record, 

the patient was not aware of the hospitalist’s role in his care. Following their meeting 

with George, George contacted Dr. Jones, the Coordinator of Hospitalist Services and 

Director of the ER, to express his confusion about the situation. Dr. Jones described 

the patient’s complaint as follows: 

I just had an older person in town complain that he was seen by three different 

doctors in one day and nobody knew what the heck was going on and he was 

getting confused ‘cause he was worried that three different doctors came into 

his room—one was his cardiologist, one was a hospitalist, and one was a nurse 

practitioner hospitalist. So he was having—actually getting—triple care, we 

were all communicating, there was no misunderstanding but he was under the 

impression that it was like a Chinese fire drill. We’re giving too much 

attention. I thought that was very curious. I go back and I ask, “How did this 

break down?” and it always comes back to a communication or explanation of 

who you are, what role you’re serving, and how you fit into the big picture. If 

we do that, everything’s good.  

 

In the preceding narrative, Dr. Jones explained that the patient’s misunderstanding of 

his own medical care resulted in the patient being confused. While the patient was 

questioning why three physicians were in his room, Dr. Jones’s perception was that 

there was no need for the disruption and found the comments in his words, “curious.” 
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Dr. Jones assessed the situation by stating, “there was no misunderstanding” and 

concluded by stating, “If we do that [communicate or explain], everything’s good.”  

Although there was no miscommunication among the physicians, the patient did not 

understand why there were so many physicians in his room. Dr. Jones later explained 

that the patient thought that the physicians were not exchanging important 

information. Otherwise, why would they all need to be in the patient’s room at the 

same time? Clearly, Dr. Jones’s perceptions were not the same as the patient’s 

perceptions, and he illustrated this by stating that there was no misunderstanding. 

There seemed to be a misunderstanding because the patient complained to the 

hospitalists’ superiors. 

Focusing on hospitalists’ perceptions of communication breakdowns yields 

valuable insight into their perceptions of the reasons for communication breakdowns. 

Many patients, like George, are unaware that their PCP will not oversee their care 

while they are hospitalized, and they can become confused, upset, and anxious when 

they meet the hospitalist. When the patient does not understand the physician’s role in 

his treatment, the rhetorical encounter may fail because the roles are misunderstood. 

The problem in this situation can be explained with reference to Judy Segal’s (2005a) 

discussion of the rhetorical construction of the migraine patient. Segal stated, “the role 

of the patient exists primarily in relation to the role of physician; the patient is also the 

physician’s audience and is for that reason also a construct of the physician” (p. 37). 

However, if the patient does not know which physician is treating him, the role of the 

patient in the rhetorical encounter is uncertain. 
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While discussing examples of ineffective transmission of information with 

patients, hospitalists often reflected on their years in residency and how they observed 

their instructors or senior residents ineffectively communicating with patients. While 

medical students should want to emulate their instructors, one hospitalist shared that 

he learned how to effectively communicate by watching his senior resident make 

consistent mistakes in communicating with patients and vowing to not make the same 

mistakes. Dr. Simmons has served as a hospitalist director and was currently serving 

as a part–time hospitalist. He related an observation he made of a senior resident while 

he was a student. He stated the following: 

Yeah, I remember there was (pause) this actually goes back to my residency. I 

was in a room actually with a senior resident who was talking to the patient 

and a family about a procedure, and it was being recommended that the patient 

undergo and he explained everything in highly technical medical terms like 

you would explain it to another physician. The family and the patient just had 

this deer in the headlights blank stare look on their face.   

 

So we waited until the resident was through and there was just like this pause 

and I said, “What he said was that we’re going to take you down and put a tube 

in your groin and squirt dye into your heart and take some pictures. Okay?” 

The patient said “Oh, okay, yeah.” So just the recognition of making certain 

that you are able to communicate at a level that someone can truly understand. 

 

Dr. Simmons stated that this encounter made an impact on him because he was able to 

observe a medical professional who ineffectively transmitted information to a patient 

and could see the effect that exchange had on the patient.  

Although Dr. Simmons did not share his senior resident’s perception of the 

patient, another hospitalist, Dr. Crockett, shared his medical school experiences and 

gave insight into his instructor’s lack of involvement with his patients. Dr. Crockett 

described his experience in medical school when training under a physician who he 
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described as dedicated to educating medical students. He explained that the teacher 

had passion for her work and for educating medical students, but she failed to 

communicate with her patients.  In the following example, Dr. Crockett explained his 

perception of why the instructor did not effectively communicate with the patient by 

stating, “She never involved the patient in that decision.” As he reported his 

experience in medical school, it is apparent that these memories are still influencing 

his relationship with patients. He reported, 

I had an experience that I’ll never forget when I was a medical student with a 

physician who is a very good physician from a perspective that she really 

cared. She had tremendous compassion and passion for her education. She 

loved to teach. And I remember going in this one patient’s room, and this is 

only one example. But we go into this patient’s room and she would talk to us 

over the patient’s bed, almost as if the patient wasn’t there. And, she’s just 

carrying on this conversation and she’d say, “Are you doing okay?” and then 

she would walk out. 

 

The patient has this kind of dumbfounded look on her face, or confused look as 

if “Okay, what did all that mean?” and some of the conversation could 

certainly frighten them by using technical terms, not knowing what they are 

talking about. And I remember multiple times on rounds staying in the room 

while the rest of the team departed to go off to the next patient’s room and 

trying to explain to the patient, “Okay, this is what we were talking about. This 

is what we are going to do. We’re going to order this test. Is that okay with you 

if you go for a CAT scan?” She never involved the patient in that decision. 

Even though it may sound like a small one, it’s still their body. There’s still 

some risk with everything we do to them, even if it’s the pain from a pin prick 

for drawing blood but I’m trying to involve that patient in the process. So I 

find myself several times stuck behind because I wanted to be there telling the 

patient, alright this is what we are going to be doing. And like I was saying this 

was a physician who actually cared. And so there are many times where I’ve 

seen physicians come in and they try to make that visit with the patient as short 

and as brief as imaginably possible. 
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Both Dr. Simmons and Dr. Crockett recognized that their teachers often demonstrated 

poor communication skills; yet, they remembered those examples so that they did not 

model them with their own patients.  

 Although the physicians recalled instances from medical school where they 

observed ineffective communication, they also recalled instances in their work 

environment where other hospitalists, specialists, or other medical personnel 

demonstrated ineffective transmission of communication with their patients. As 

physicians shared examples from their current hospital experience, they often shared 

these situations with much more inflection in their voices and physically demonstrated 

more disappointment in facial expressions and gestures than they had with their 

medical school experiences. For example, Dr. Young shared her observations of 

colleagues communicating with their patients. Although she recognized that some 

families can be more difficult than others, she stated that she tries to keep in mind that 

the families are stressed by the patient’s hospitalization. As she explained, 

Some of my colleagues find this to be the most taxing part of their job—

dealing with the families—most demanding. Communicating with the families 

and the demands of the families. I understand that these [families] are the 

people that love this person and are very vested in knowing what is happening. 

Yeah, I get frustrated when there are five kids in the family and they all want 

individual time with me to discuss their parent. I usually have to make some 

kind of rule that they let me know who will be the spokesperson for the group, 

and I can then talk with the patient and with one other member of the family. I 

let them know that I would love to talk with each family member, but I also 

have other families of other patients that I have to talk with.  

 

Another hospitalist, Dr. Marek, shared his perceptions of reasons why some of his 

colleagues may become frustrated with families. He recognized that sometimes family 

members need to vent their frustrations about problems with their patient’s care. And 
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even if a physician was not the source of the problem, they want to express their 

frustration to the physician. If the family is not allowed time to share their frustrations, 

they will eventually find someone to talk to and be much more upset. Many times the 

family’s frustrations are so intense that the CMO will coordinate a meeting of all of 

the physicians caring for the patient and the family. He stated, “the patient’s family is 

so angry and really so upset with the care that they just want to see all of their doctors 

and hammer it out because of miscommunication.” 

 Dr. Wilson told the following story about what can happen when a hospitalist 

does not communicate effectively with the patient’s family. In relating this situation, 

she said that she assesses if the patient’s family might be demanding or if they might 

need more of her time when she meets them. However, not every physician recognized 

the importance of communicating with the family and many times repercussions occur 

and the family may report the incident to hospitalist administrators. Dr. Wilson stated, 

One of my partners, who is a male, tries to talk to the patient if the family is 

there but doesn’t make a point to find the family. Some doctors try to call back 

and some don’t. The administration gets called if they go several days. Some 

families are unreasonable, and I know that. I’ve never had a situation where it 

has escalated to that. You would think when this happens to a physician after a 

time or two they would ask themselves why this keeps happening, but they 

don’t. A lot of it depends on the family you’re dealing with. You can tell if a 

family is more high maintenance and you’re going to have to talk to the 

people. This, however, means that you’re going to be there a little bit later. The 

rest of the hospitalization is bad when the physician is reported, there is 

resentment. They feel that the family is trying to cause trouble. 

 

In the above narrative Dr. Wilson offers an explanation of how she approaches a 

family who she feels may be “more high maintenance” by stating that she tries to 

determine the level of communication the family will need. She also acknowledges 
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that some families take more time; however, she realizes that more time with the 

family may help her avoid encounters with administrators. It is interesting to note that 

as she reflects on the situations where administrators are called in to mediate events, 

she reports that this mediation does not cause the hospitalist to change his methods of 

communication with the patient families. Dr. Harrell, Director of the Hospitalist 

Program at Hospital B, shared experiences with hospitalists who have experienced 

communication breakdowns with patient and with patient families. Although he listens 

and tries to help the hospitalist resolve issues, he believes that hospitalists can 

positively influence patients in making healthy decisions. Dr. Harrell spoke very 

quietly and with emotion, his voice trailing off at the end of his statement:  

I think about every interaction I have and think of it as a tipping the balance, 

and I think that there’s a lot of evil in the world and think I want to tip it in the 

other direction in whatever I can do. I think physicians are leaders and what I 

can do for them is to bring them up and my influences so that they can bring 

the patients up. I see this as a ministry. I’ve always seen it this way. There’s a 

whole lot of pain and suffering and sorrow and physicians have a privilege 

[emphasis by participant] of being able to affect that and I still hear people say 

that this doctor told me, “I quit smoking; my doctor said to.”  

 

It’s a credibility issue. I’d like the physicians and the profession to be good 

people that use that power effectively to tip the scale. I think we’ve got a lot of 

challenges all over the place and medicine will change a whole lot, and I don’t 

want medicine to lose that. If we all go to just our shift work and not seeing the 

bigger picture and seeing the ministry or the power of the effect, it’s all. 

 

Often a physician may transmit information to the patient but avoid the family. 

When the physician avoids the family, the family cannot assist the patient. Dr. Wilson 

shared her observations of specialists who avoid talking with family members. She 

stated,  



Texas Tech University, Debra Burleson, August 2012 

108 

What I see with my male counterparts––they may explain things to the patient 

but they don’t go that extra mile to talk with the family. The family may not be 

there. There is a lot of, not the hospitalists necessarily, but the specialists that 

make rounds early, early in the morning because they have clinic too but they 

also do that too on the weekends so they will miss the families. That way they 

don’t have to talk to the families. I know they do that because I’ve heard them 

say they do that and it just gets them in and out a lot quicker.  

 

Although Dr. Wilson shared an observation of a specialist, she stated that if the 

hospitalist is the physician of record and the specialist is called in to consult, the 

hospitalist will have to intervene if the family is upset with the specialist. As she 

stated, this is a frequent occurrence and hospitalists should coordinate communication 

if they are the physician of record because they will ultimately write the discharge 

summary.  

 Hospitalists have different perceptions about the information they should share 

with patients and their families. Dr. Young shared that ineffective communication may 

result from physicians not sharing all of the medical options with the patient. She 

shared that sometimes the information a physician shares may be effectively 

communicated; however, the physician may omit or not state information that results 

in the hospitalist ineffectively communicating medical information to the patient. The 

information not stated may be very important to the patient and may affect decisions 

that the patient makes about her body. She explained a recent encounter she had with a 

former patient in the grocery store the day before our interview. Since she had last 

seen the patient in the hospital, the patient had had his leg amputated. She knew he 

had been in and out of the hospital numerous times, but she had not been his physician 

beyond their first encounter.  
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 Dr. Young wondered if the patient and the family understood the range of 

possible outcomes the patient might experience as a result of the accident. After the 

motorcycle accident, the patient had a severe infection in his bone. Many months later, 

at the grocery story, Dr. Young spoke with the patient. He told her that he had gone 

through a great deal of pain and multiple hospitalizations before he had eventually had 

his leg amputated. Dr. Young stated that physicians sometimes treat the current 

medical condition but do not always tell the patient the long–term prognosis. She 

asked, “I wonder if he was told what he might go through and that there was a 

possibility he might lose his leg?” She stated that she felt that each hospitalist who 

treated him probably communicated important information; however, she questioned 

if the hospitalists effectively transmitted the information to the patient so that he had a 

realistic view of his medical condition and future. 

 Dr. Young said that when she communicates with patients she tells them the 

possibility of bad medical results, and they often get upset. Yet, when the extreme 

situations occur, she knows that she has given patients all of the information they need 

to make their decisions. However, when the best possible scenario occurs, she says she 

tells them that they must have been lucky. She wondered if physicians communicate 

the range of possibilities to their patients. Her story conveyed the importance of 

patient–hospitalist communication and also the significance of transmitting the 

information in such a way that patients understand and can make their own decisions 

about their bodies.  
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 Dr. Harrell, Director of the Hospitalist Program at Hospital B, stated that many 

instances of hospitalists’ miscommunication with the patient and family members are 

because the hospitalists perceive that they need to protect their own image. He shared, 

This is a long–term problem in medicine––the culture of “protect the doctor.” 

And there’s this attitude. “Protect the doctor” doesn’t mean “Protect the 

patient” and it ought to be “Protect the patient.” and a lot of physicians don’t 

agree with me. I’m seeing this group and there’s this attitude that my time, 

well, my time is important and so I don’t want to be bothered with nurses 

calling me and patient’s families and that type of thing. It is a time consuming 

issue and it’s emotionally draining—that kind of thing. Some very good 

physicians have this attitude; they are not bad physicians; they are not 

inhumane or anything like that, but they have the attitude: I’ve got my limit 

and if I get over my limit because they don’t feel like they will be good 

physicians. That starts way back in medical training. 

 

To protect the physician’s image, many physicians talk to their patients in a 

very commanding tone and do not encourage the patients or their families to ask 

questions. Researchers have realized that poor communications skills are taught, 

sometimes unintentionally by not teaching communication in medical schools. Welch 

(2000) provided insights through her researcher of medical student encounters with 

patients. She stated, “For the most part, the clinical language medical students learn 

during training is an impersonal and detached discourse” (p. 311). The author further 

stated that “they often (even unconsciously) begin to use this medical discourse to 

maintain some distance from their patients” (p. 311). Hammond and McLean (2009) 

surveyed parents and caregivers to determine the communication skills that they felt 

that medical school students should be taught, and Karnieli–Miller et al. (2010) 

researched medical students’ perceptions of respect towards their peers, instructors, 

and patients. Spafford, Schryer, Mian, and Lingard’s 2006 study of the medical case 
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presentation genre at a pediatric teaching hospital found that the information that 

residents shared with patients was greatly influenced by the residents’ awareness that 

they had to “think, speak, and act like a physician” (p. 142). I believe that my study 

adds to this 2006 study because I will demonstrate that hospitalists talked about and 

referred to their medical school experience as having a significant influence on how 

they communicate with their own patients. The hospitalists I interviewed and observed 

shared very similar stories that support the notion that the student’s perceptions are 

carried forward to their work experiences as they become physicians. I believe this 

study further expands on their study by showing that these implicit messages about 

how to think and act like a physician can also translate to how physicians make 

decisions about channels of transmission as well as the information that they transmit.  

In Spafford, Schryer, Mian, and Lingard’s interviews, the medical students 

revealed that they generally viewed an ideal case presentation as “one that doesn’t get 

interrupted” or “when you get through to the end with no questions” (2006, p. 142). 

Their concept of the ideal case presentation led them to behave in specific ways that 

demonstrated their awareness of what to say and what should be said to the speaker. 

Students, who generally viewed instructor talk as interruptions, tended to view early 

and sustained interruptions as indicative of poor student performance.  

The previous observations and insights have shown that often information is 

ineffectively transmitted because of perceptions of communication exchanges, 

misunderstandings about the hospitalist profession, and demands made by patients and 

their families. Examples stated earlier show that hospitalists often filter critical 
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medical information that the patient needs in order to make decisions about their 

bodies, and hospitalists also may avoid communicating with family members. In 

addition to their current work examples, several hospitalists stated that their medical 

school instructors did not model effective communication methods. While the 

previous examples have focused on patients and patient families, the following section 

will discuss obstacles that hospitalists face in communicating with other medical 

providers.  

Other Providers 

 Although many of my participants’ comments focused on breakdowns in 

transmitting information to patients and patient families, they also shared stories of 

communication breakdowns with other medical personnel. Recent research has 

focused on communication breakdowns among surgical teams (Lingard et al., 2004; 

Lingard et al., 2005; Moorman, 2007; Williams et al., 2007; and Patterson, 2007). 

Greenberg et al. (2007) stated that “Communication breakdowns are among the most 

frequent contributors to adverse events in medicine, including serious injury to 

surgical patients” (p. 539). 

 This section discusses some of the themes that emerged when participants 

discussed transmitting information among other medical personnel. These themes 

included lack of response from specialists, decisions about the personnel responsible 

for patient care, and conflicts among PCPs and hospitalists about patient care. 

 Perhaps the most compelling examples of ineffective communication with 

other providers were demonstrated during the hospitalists’ group sessions. Figure 4.1 
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lists the breakdown categories that were discussed during the group sessions. Each 

breakdown was coded based on information given by the hospitalists and their 

perception of the incident as reported during my observations of the group meetings. 

The largest individual percentage of breakdowns mentioned by the hospitalists was 

attributed to patients. Examples of hospitalists’ comments included comments about 

patient compliance. One hospitalist stated, “[the] patient will not cooperate.” Another 

hospitalist reported on a patient and stated, “he refused treatment and will not change 

his mind.” In other words, the hospitalists mentioned breakdowns in communication 

with patients when the patients did not follow their orders. Hospitalists also mentioned 

breakdowns in communication with patients and speculated that the patient’s illness 

was outside of the hospitalists’ medical knowledge. One hospitalist stated, “patient 

needs psyche,” meaning that the patient needed psychiatric treatment. 

 However, when I analyzed the participants’ statements more closely, it became 

clear that of the forty reports of communication breakdowns that I documented, patient 

and family–related instances were mentioned as the cause of the breakdown in only 

27.5% of cases. The remaining 72.5% of the breakdowns mentioned were not related 

to patients or patient families; they were related to communication with specialists, 

administrators, lab techs, case managers, pharmacists, nurses, other hospitalists, or 

insurance representatives. (See Figure 4.1) This finding was particularly interesting in 

light of the hospitalists’ perceptions that patients’ families were the main cause of 

communication breakdowns. This finding also targets a very serious situation. 
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Figure 4.1  Communication Breakdowns 

 

Patient care depends on medical personnel effectively communicating with each 

another. If medical personnel are not effectively communicating with each other, then 

continuity of care is disrupted.   

 The medical personnel that I interviewed differ in their definitions of their 

individual roles in patient care. Usually the differences revolve around the depth of 

care that they are responsible for during the patient’s hospitalization.  Hospitalists and 

primary care physicians have very clearly defined areas of medical practice with 

hospitalists overseeing inpatient care and PCPs overseeing outpatient care. Even with 

these defined areas of responsibility, however, there exists a tension between these 

two groups. At the core of the tension is patient care. Dr. Marek shared that many 

hospitalists feel that they are not responsible for routine tests that are not related to the 

patient’s acute care needs, such as checking their cholesterol profile while in the 

hospital, because the patient’s PCP should monitor these types of tests. In interviewing 
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hospitalists and also medical personnel who work with hospitalists, many talked about 

breakdowns in communication with PCPs in two areas: their responsibilities while the 

patient is in the hospital, and responsibilities that shift to them because the PCPs do 

not want to deal with them. Dr. Marek stated that he believes that hospitalists have a 

unique role as patient educator. He also believes that the hospitalists have more time 

with a patient than the patient’s PCP, and it is his responsibility to take care of the 

patient even if that means creating tension among his medical colleagues. However, he 

gets upset when patients tell him that their PCP does not have time for them during 

their clinical visits. He stated,  

I step on people’s toes because patients are number one. Even at the expense of 

having to suck up and bend down. I’ll do it for the patient’s sake. They only 

have fifteen minutes with their [primary care] doctor and they may not be able 

to get everything. You [hospitalists] have the unique opportunity to educate 

them and teach them and hospital people are very sensitive because something 

is going on. But it’s like (pause) they [PCPs] have fifteen minutes––that’s their 

doctor’s fault. They don’t like their doctor, pick somebody else.  

 

Second, regarding responsibilities that shift to the hospitalist because the PCPs do not 

handle the situation in the clinic, hospitalists state that many PCPs have their patients 

admitted knowing that the hospitalists will find a terminal condition. The hospitalists 

feel that the PCPs do this because they do not want to communicate bad news, and 

there is resentment among hospitalists and PCPs because of this practice.  

 As one hospitalist stated, “I think the single biggest problem in this entire 

health industry is communication issues.” I asked Dr. Jones, Coordinator of the 

Hospitalist Program at Hospital B (and also an ER physician), to share his experiences 

about telling a patient that the patient is not going to survive the disease. He explained, 
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That’s absolutely true. It’s one of the worst components of my job. Telling the 

family members that grandmother has passed away. Those are difficult 

conversations to have and especially if you don’t have the relationship with 

anyone. Unfortunately what they do and what I do—it’s what we do and every 

physician finds their own way of doing it in a way that they are comfortable 

with and I don’t think you can cookie cutter it and they certainly [emphasis by 

participant] don’t teach it in medical school.  
 

As stated earlier, tensions were clearly demonstrated among hospitalists and PCPs 

about patient care. There were also tensions within the hospital setting among 

hospitalists and specialists. These tensions frequently involve specialists who do not 

respond to hospitalists’ calls, hospitalists feeling that they are taking care of patients 

who should be under the care of the specialists, and the cultural climate that specialists 

are busier and more important than hospitalists. Participants from both hospitals 

shared conflicting information regarding contacting specialists and other providers. 

Many shared that they had difficulty reaching specialists while others stated that they 

did not have any difficulty reaching medical personnel, including specialists. Dr. 

Jones’s response was particularly interesting because he coordinates the Hospitalist 

Program at Hospital B and seemed to want to express that everything was fine. Note 

his use of “all” and “little to no problems” as he summarizes communication among 

hospitalists and specialists. Dr. Jones stated, 

I’m a problem solver. We don’t have that many problems. First of all, we have 

all of the back numbers. We have their cell phone numbers, we have their 

home phone, we do not go through the normal channels and we have little to 

no problems getting hold of a physician. And that’s not only true of the 

primary care physicians; it’s true of all of the specialists. 
 
 As hospitalists updated the group about patient care in the morning sessions, 

examples of the breakdowns in communication with medical personnel included 
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hospitalists’ frustrations with specialists who wanted the hospitalists to adhere to the 

specialists’ schedules or demanding tests before the specialist would see the patient. 

These comments included the following: One hospitalist stated, “They [specialists] 

want her to come on Thursday because ‘it’s more convenient’.” Another hospitalist 

stated, “Talked to Dr. [name] many times yesterday; he would not touch the patient 

until GI saw the patient, waiting for the test to come back, running fever up to 103.”  

These hospitalists were frustrated because, in the previous situations, they were the 

patient’s physician of record. However, they could not proceed with patient care until 

they had the specialists’ guidance because they needed their expertise. Also, the 

hospitalists felt that the specialists could help but they refused either because the 

specialists did not want to be bothered on that particular day or because they wanted 

everything done, including all the necessary tests, before they would see the patient. 

As one hospitalist noted, the specialist delayed the consultation knowing that the 

patient was running a high fever. 

 Hospitalists also described instances where they were waiting for a specialist to 

see the patient and felt that the specialist should have been the patient’s physician of 

record and not the hospitalist. The following statements by Dr. Childress described a 

patient who was under his care. The hospitalist explained that the female patient was 

admitted under his care and had a procedure performed by the gastroenterologist. The 

patient was readmitted due to complications from the procedure. Dr. Childress was 

upset because even though he was the admitting physician and would oversee her care, 

he would constantly have to consult with the gastroenterologist because her physical 
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problem was the result of the specialist’s procedure. This hospitalist believed that the 

gastroenterologist should have admitted the patient. In the group session, Dr. Childress 

shared, “Didn’t I just dismiss her? Yes, she’s back. Why didn’t they [ER] admit her as 

a colonoscopt [sic] patient? You just scoped her; you take her back.” This situation 

highlights a common communication breakdown: misunderstandings about who ER 

should contact when a patient needs to be admitted. The patient was readmitted due to 

complications from a procedure that a gastroenterologist (specialist) had performed. 

When the ER contacts a hospitalist to be the admitting physician for a diagnosis that is 

the result of a specialist’s procedure, the hospitalist has to continually consult with the 

specialist in order to care for the patient. Having to consult with a specialist adds to the 

daily paperwork that the hospitalist has to maintain, which includes the progress notes 

and the discharge summary, and the consultation takes time out of the hospitalist’s 

schedule.  

 In the previous examples, communication tended to be face to face, but the 

following section will demonstrate that communication breakdowns can occur when 

any one of the following is not successful: the method of transmission, when it is 

transmitted, and who receives the transmission. 

EMR, Charts, and Technologies 

 Hospital personnel rely on medical technologies to transmit critical 

information in three areas: within the hospital; from external medical facilities, such as 

clinics, to the hospital; and from the hospital to external medical facilities. When 

hospital personnel need patient information, they need it immediately and when there 
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is a communication breakdown and information is not available, patient care is 

compromised. When participants discussed the communication breakdowns, they 

frequently mentioned the following themes: orders not followed; delays in 

transmitting patient information, such as discharge summaries and H&Ps; and delays 

in test results. 

Medical personnel depend on written communication, such as H&Ps, progress 

notes, and test results. When discussing written communication, medical personnel 

emphasized how important it is for information to be thorough and transmitted in a 

timely fashion. As many participants reported, when communication breakdowns 

occur with these documents, patient care is compromised. One hospitalist shared his 

frustrations during a group morning session. In the following example, the hospitalist 

described breakdowns in communication that resulted in his not having any 

information about the patient’s medications, allergies, or physical condition when she 

came to the ER. In order to treat the patient, and with no medical history, he ran a test 

called a CT. He explained that CT stands for computed tomography scan which takes 

images of the body. He stated,   

I didn’t have her test results or H&P in the computer; I find out that she’s still a 

smoker, CT’d her chest yesterday–she has a bunch of stuff; now that I’ve 

gotten the history; I didn’t have that bit of information until today. Bummer 

when you don’t have the history; she would have never been able to give me 

the history; I didn’t have all the data; Steve [another hospitalist] said 20% of 

his H&Ps don’t get dictated for quite some time. They still haven’t fixed it. 

Sally in administration said that they are changing it. 

 

It’s gotten worse – I could come in on Saturday and had dictation from 4:00 

the day before. On Sunday I had none, Monday, a couple, and yesterday this 

particular one not there. On weekends that can be two or three days, I sure 

don’t want to redictate. That’s bullshit. 
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 The previous example demonstrated instances when communication 

breakdowns occur because information is missing, and another example of when 

communication breakdowns occur is when medical information that requires some 

type of action is not followed. Common types of prescribed actions include 

medications and tests. One hospitalist told a fellow hospitalist during a group session 

that his orders were not followed by stating, “The C–dip that you ordered–nobody did 

it.” Another hospitalist shared that he had not received any information about the 

results from a test. Statements such as “I had no dictation that day because it was 

Saturday; I had no idea what was going on” and “I had tests run yesterday and still 

don’t have any results” were common during the group sessions. When test orders are 

not followed, there is a communication breakdown because medical personnel cannot 

proceed with care. Tests are ordered to either assist the physician in determining a 

diagnosis or to show the physician the patient’s condition after receiving treatment. 

 Although the Director at Hospital A and the Coordinator at Hospital B are 

aware that there are problems with delays in test results, they differ in their 

perspectives about how information is transmitted to the PCPs. The difference seems 

to be in their respective goals of communication. Both Hospitals A and B in my study 

have PCPs who treat patients in their networked clinics. These PCPs have access to 

their patient’s information, including information about their patient’s hospitalization. 

When PCPs access patient information, PCPs will know that their patient is 

hospitalized, the reason for the hospitalization, and, upon discharge, the follow–up 

tests or medications that the PCP should monitor. Dr. Jones, the Coordinator of the 
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Hospitalist Program at Hospital B, bases his assessment on whether or not the 

information is transmitted. Although he states that PCPs can access their patient’s 

information, he does not seem to base his assessment on whether they view the 

information. The following passages from their interviews demonstrate these two 

different perspectives.  

 Dr. Jones, Coordinator at Hospital B, does not feel that there are any problems 

with the transfer of information from the hospital to the PCPs or how the PCPs access 

the hospital’s EMRs. As Dr. Jones explained,  

One of the things we do is communicate very closely with the primary care doc 

that their patient is in the hospital. Many times they don’t know that their 

patient is in the hospital so one of the roles and the girls out there [referring to 

administrative support who are seated outside of his office] is to make a note 

of every patient and when they are admitted, and here in [city] everyone’s 

elected to do it by facsimile but it can be done in many ways. We notify the 

primary care physician that their patient is here and what their preliminary 

diagnosis is, and at that time we are also requesting that they communicate 

with us any critical or important information that they may be aware of. And so 

we have this communication going back and forth. What that serves to do is 

any physician who has staff privileges here at the hospital can log on to the 

computer and see all of the labs, x–rays, results, whatever testing is being done 

and they can get that information from their office if they choose to do so.  

 

Dr. Crockett, Director of the Hospitalist Program at Hospital A, has a very different 

impression of the PCP–hospital communication than the process Dr. Jones described 

above. At the core of Dr. Crockett’s concerns is that PCPs do not access the 

information. Although he agrees and follows many of the same processes as Dr. Jones 

at Hospital B, he does not believe that PCPs typically access the information. The 

Director at Hospital A added that he is frustrated with PCPs who do not attempt to 

access their patients’ information. While Hospital A’s Director has taken steps to 
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inform the PCPs that their patients have been admitted, he does not feel that they are 

accessing this information. In the narrative below, I began by asking if the PCP could 

log in to the system and check their patient’s information. Dr. Crockett, the Director, 

responded as follows: 

Dr. Crockett:  Yes, they can. I suspect that most don’t. I know that there’s a 

few that do. I suspect that most don’t. 

 

Researcher: When you say most, are you referring to primary care? 

 

Dr. Crockett:  Yes. Right. To check up on their patients. They are a few that I 

know [emphasis from Dr. Crockett] for a fact, because they 

have told me, that they look them up. Like, Smith Connor. She 

checks it daily. She logs in and sees if she’s got any patients in 

the hospital. I know she does it daily. 

 

 When I asked Ms. Sexton, Director of Medical Records at Hospital A, about 

Dr. Crockett’s observations of PCPs networked with Hospital A not accessing 

information, she shared that the hospital’s IT system (MEDITECH) is not interfaced 

with the clinics’ IT system (EMD). Therefore, for the PCPs to access the information, 

they have to log to another system than the one they use in the clinic. She stated, 

. . . our clinics have EMD, but it’s not interfaced with MEDITECH anymore. 

Which when they did that, I wasn’t real thrilled. Why would you not 

[participant emphasis] want to be interfaced with the hospital. You would have 

all of your hospital patients and your clinic patients intertwined and they 

separated it. Which to me, they went backwards. It doesn’t matter which 

product they decided to use if they could have integrated it with MEDITECH 

that would have made it better. But it’s not, so to me we took a step back. 

That’s my opinion. 

 

In addition to frustration with PCPs who do not check their patients’ information, both 

Directors also realize that discharge summaries sometimes fail to reach the PCPs in a 

timely manner. Also, there have been instances when two physicians write two 
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discharge summaries about the same patient. During an interview with Dr. Crockett, 

Director of the Hospitalist Program at Hospital A, he provided me with examples of 

discharge summaries. While viewing the summaries, he noticed that a cardiologist that 

he had consulted with had also written a discharge summary. He stated that when 

physicians are consulted, the consulting physician does not write the summary, yet, he 

was viewing the summary. Two discharge summaries about the same physician can 

confuse the PCP. Also, his summary had much more patient information which 

included all tests run and the H&P. The cardiologist’s summary only told the patient 

story about the procedure. 

Figure 4.2  Discharge Summary Written by the Hospitalist,  

the Patient’s Physician of Record 
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Figure 4.3  Discharge Summary Written by the Cardiologist, Consultant on the Case 

 

 In addition to the constant demand on their time, participants also stated that 

the level of thoroughness in written communication depended on each individual 

writing the documentation. Dr. Gregg, CMO at Hospital A, stated that there are 

currently no universal guidelines that specify the information that should be included 

in the documentation process. Figure 4.4 on the following page is an example of a 

summary with very little patient information included in it. The information that 

should have been stated includes the following: patient disposition, patient’s 

condition, discharge medications, and discharge instructions. Dr. Crockett, Director of 

the Hospitalist Program at Hospital A, stated that it is his responsibility to make sure 

that the hospitalists are including all of the information that he believes is necessary.  
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Figure 4.4  Example of a Discharge Summary with Missing Information 

 

Ms. Sexton, Director of Medical Records at Hospital A, is also not satisfied that 

physicians are hand writing information. She stated that all documents should be 

written and stored digitally. 

 The discharge summary process begins when the hospitalist determines that 

the patient is ready to be discharged from the hospital. After the hospitalist dictates the 

discharge summary, a transcriptionist transcribes the summary and uploads it into a 

virtual (digital) folder. The hospitalist can then access the transcription, edit it, and 

electronically sign the summary. After the hospitalist signs the discharge summary, it 

is faxed to the PCP, nursing home, or home health care service. Dr. Crockett, Hospital 

A’s Director of the Hospitalist Program, believes that the time lag between the 

hospitalist’s dictation of a discharge summary and the time when the summary is 
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ready for an electronic signature is too long. After multiple instances when hospitalists 

would mention the delay in waiting to electronically sign the discharge summaries, I 

began to ask each participant about the discharge summary process. Dr. Crockett 

discussed what can potentially happen when there is a time lag that delays the 

hospitalist’s signature. He also described a problem that can occur when a hospitalist 

dictates the summary and then is off duty for a few weeks or becomes ill and cannot 

work. He explained, 

For example, we have a physician who is out right now on sick leave who has 

been out for two months and he has over fifty documents that aren’t signed. 

Those will not be sent to the primary care physician until they’re signed. So, 

it’s been two months. Those are of no value to the primary care physician 

when he does receive them, or she receives them. 

 

So it doesn’t matter what program or method people are using if they don’t 

sign the documents in a timely manner. Some people try to sign them daily. I 

try to sign them two or three times a day as they pop up.  

 

Although online access is available worldwide, Dr. Crockett explained that it is not 

accessible everyone. As healthcare becomes more and more dependent on online 

access, administrators and physicians need to be aware that accessibility can be 

problematic. Dr. Crockett discussed an issue he had with online access and how it 

affected his ability to electronically sign a document. He reported, 

For example, this last week I was gone out of state. I had no computer access. I 

couldn’t sign them even though I wanted to. I didn’t even have cell phone 

reception half the time so I couldn’t log in and sign them. So I had a few that I 

didn’t sign until actually this morning when I had a computer. But some people 

choose not to sign them whether or not they’re on service. And so they may be 

off for a week or ten days, come back, and they sign them. Well, even if they 

had them dictated in time if the primary care physician didn’t make the effort 

to go in and look at the record himself or herself it doesn’t get faxed to them. 
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In addition to waiting for signatures, Dr. Gregg, hospitalist, offered insight into other 

reasons for the delays in transmitting the discharge summaries. Dr. Gregg stated, 

“Hospitals traditionally don’t place priority with discharge summaries. Hopefully, you 

put in your dictations to monitor certain tests after they come back after discharge.” 

He gave an example of a patient he called after she was dismissed because he needed 

to tell her to take a different medication after getting back the results of a test after she 

was discharged. In describing this situation, Dr. Gregg stated that patients are often 

discharged with either test results pending or they are discharged with orders stating to 

stop the medication within a short period of time. He stated that it is important for the 

hospitalist to include a reminder in the notes so that he or she will remember to follow 

up on the test results and communicate with the patient or PCP after discharge. His 

explanation is a good example of the reasons why continuity of care is so important to 

the medical community and the patient. However, his comments also raise another 

important question: If the hospitals do not place a high priority on transmitting the 

discharge summary and if the hospitalist does not remind himself about the follow–up 

on test results, who communicates with the patient? There are medical personnel who 

are concerned about this process. 

 Dr. Greene, the Chief Medical Officer at Hospital A, also understands that 

breakdowns in communication can impact a significant number of lives in the hospital 

community. He stated:  

But I mean the base of primary care providers in this community is huge, 

comparative to most communities this size. I mean just between our [name of 

hospital network] primary care doctors, they have nearly eighty family 

practitioners and pediatricians in this community and that is a huge number of 
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primary care givers. Even at that it’s probably still very difficult to get an 

appointment as a new patient with any of those providers. The practices are 

very busy and full. 

 

Dr. Greene offered an explanation about what he believes is the most significant 

catalyst to breakdowns in the transmission of information. He explained it as a 

technological problem: 

The truth is that nobody really has a good universal electronic health record.  

There’s a few niches, some sub–specialties where there is probably some 

decent electronic health records out there. Our primary care guys in our [name 

of hospital] use records called EMD that they really like a lot. You can build 

individual templates and stuff, very customizable. They like to use it. We tried 

to transfer it over to some of our general surgeons and orthopedic surgeons that 

we employ, and they hate it. It just doesn’t work for their practice. 

 

Dr. Green’s comments demonstrate that the hospital lets the physicians determine 

which system is used. However, the physicians do not have a comprehensive 

perspective of who uses what system; the physicians base their decisions on what they 

want to use. Dr. Greene seems to understand that the current use of two IT systems 

(clinic and hospital) is not effective. When he stated, “we’ve got to get there,” he 

knows that hospital administrators have to find one IT system that works for all 

medical personnel. He further stated that one system is needed for multiple reasons: 

reimbursements, monitoring patient care outcomes, and communication. He stated: 

But from a communications standpoint and a continuity of care standpoint 

we’ve got to get there. I think that an even bigger reason that we have got to 

get there, although I don’t want to minimize the communication, patient safety, 

quality of care aspects. Those are all positives but the main reason we’ve got to 

get there is because it’s the only way we’re really going to be able to go into 

pay for performance, kind of reimbursements, being able to communicate what 

quality outcomes are, cross providers so that consumers have choice in the 

health market. The only way we’ll ever gather that information is for that care 

information to be in some form of electronic format and not only will we have 

to document what care the patient is getting but we’ll also have to incorporate 
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what are the health outcomes we’re getting into that record too so we’ll be able 

to match those things up. That’s obviously a very difficult process and that’s 

why I don’t think people will understand how complicated the issue is but 

obviously we have to get there.   

 

Clearly, breakdowns in communication between PCPs and hospitalists at one hospital 

in my study are the result of incompatible IT systems.  

 Hospitalists and Directors at both hospitals discussed the extensive length of 

time it takes to transcribe and transmit the discharge summaries to the PCPs. As stated 

in Chapter 3, while conducting my research, Hospital A’s IT coordinator,  

Mr. Sherhart, tried to address this communication problem by implementing voice 

recognition software, developed by Nuance, called Dragon Naturally Speaking. Two 

hospitalists and one NPH were trained and tried to use the software for dictating 

discharge summaries. However, within a few months, only one hospitalist, who was 

also the Director of the Hospitalist Program, was still using the software. When 

interviewing all of the participants who used Dragon Naturally Speaking, they all 

agreed that the software took more time for them to learn and for the system to 

recognize their voices than they had expected. Time was the central factor as to why 

all but one hospitalist discontinued using the software. The Director of the Hospitalist 

Program explained his perspective of the pilot program. He stated, 

Well, currently I’m the only one using Dragon. Everyone else has given up. 

Everyone else has gotten frustrated. There were a few people who never even 

started it that were going to and that’s because they weren’t available for the 

training when the training came through. 

 

Additionally, whether the discharge summary is dictated using voice recognition 

software or dictated on a tape that a transcriptionist transcribes, the discharge 
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summary still must be signed, and this can take weeks. Ms. Sexton, Director of 

Medical Records at Hospital A, explained: 

Let’s start with the medical record. We have the responsibility and that 

includes transcription. We currently have still in house but we’re hoping to 

outsource because it’s a much better economical thing. . . . But the hospital still 

has the responsibility of how does the information get disseminated; who does 

it get to. And it still lies on the person who is dictating. i.e. Let’s say that Dr. X 

does a discharge summary and she tells us that the primary care physician is 

Dr. So and So. Then we will automatically put it in a box, we can send it and 

the next day. Once she signs it, it is automatically faxed to that physician’s 

office. But they have to tell us and they have to sign it. If it’s not signed 

[emphasis by participant], it won’t go. 

 

Dr. Crockett, Director of the Hospitalist Program at Hospital A, explained that waiting 

for a hospitalist’s signature can take from one week to several months. He explained: 

So, those are kind of bottom of the list, we’ll transcribe those later. Here at 

[Hospital A] those take anywhere from forty–eight hours to two or three weeks 

to transcribe and then it takes the physician from one to two weeks, well, one 

day to one week to sign it and that’s because they may be off. They may be in 

Bangladesh or they may be in India on vacation or they may be in their back 

yard mowing the lawn. 

 

Dr. Crockett has tried to create some interim solutions for the signature problem. One 

possible solution was to ask the administrators if the discharge summary could be 

stamped as “unsigned” and transmitted to the PCPs so that they would have their 

patients’ information. Although the administrators approved it, Ms. Sexton, the 

Director of Medical Records, would not approve it. When I spoke with Ms. Sexton, 

she admitted that she agrees that PCPs should not have the discharge summary until it 

is signed, but she stated that the physicians at the hospital made the decision. She 

stated, “But none of them [discharge summaries] go until the physician signs it.” She 

added,  
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Most of the physicians said no, by the way, because changes may be made and 

they may be significant, maybe changes in dosage of medications, I mean they 

have, they have the opportunity to review it and so to them it’s like if this is a 

signed report, this is what I stand by. 

 

The choice about IT systems is complicated as is negotiating among physicians as to 

which processes to use. Each participant I interviewed understands that the systems 

need improvement and that patient care is being compromised. Individuals are trying 

to improve the situation; however, most of the people involved are not open to 

changes which would adversely affect their routines. 

Conclusion 

 Many of the communication breakdowns I have discussed in this chapter can 

be explained by the fact that when participants discussed communication training they 

had received in medical school, only two participants could recall any training. It is 

also important to note that the lack of training they mentioned involved face–to–face 

communication. When they defined communication, they noted face–to–face 

exchanges and not written communication. The training they mentioned was focused 

on avoiding litigation and training about how to “act like a physician.” 

 However, as each participant gave more in–depth information about continuity 

of care and communication, they frequently discussed written communication. 

Medical professionals adhere to a system or protocol that is requested by the hospital 

regarding written communication; yet, the system is not always effective. For 

example, Hospital A’s Director of Medical Records, Ms. Sexton, stated that discharge 

summaries are usually faxed within 24 to 48 hours of being electronically signed by 

the physicians. However, no one monitors when the discharge summary is delivered to 
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the physicians or how long it takes the physicians to sign the documents. Ms. Sexton’s 

department transmits the discharge summary and sends it to the PCPs, but her 

department is not responsible for following the discharge summary process. Recall the 

situation where a patient’s discharge summary was not electronically signed for two 

months due to the hospitalist’s illness. Dr. Crockett, Director of the Hospitalist 

Program at Hospital A, acknowledged, “Those are of no value to the primary care 

physician when he does receive them.” 

The PCPs can log in and check on their patients if they know that their patients 

are hospitalized. Yet, hospitalists are aware that they are often failing to inform the 

PCPs of their patient’s hospitalization. It appears that there is a lack of connectedness 

between the agents and also definitive lines of responsibility of what they will do and 

what they will not do. Dr. Crockett, Director of the Hospitalist Program at Hospital A, 

tried to persuade Ms. Sexton, Director of the Medical Records, to fax the discharge 

summary without the hospitalist’s signature but with a stamped statement that it had 

not been signed; however, the plan was rejected.  

 The results of the analysis of communication breakdowns discussed in the 

group sessions did not coincide with the results from the comments during interviews. 

Perhaps participants’ perceptions of breakdowns in communication focused more on 

patients and patient families because they typically communicate more often with 

patients than with other medical personnel. These more frequent communication 

exchanges may lead to the perception that there are more instances of ineffective 

communication associated with patients and patient families. I conclude that 
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hospitalists are focusing on patients and patients families as the source of ineffective 

transmissions of information when they need to be focusing instead on their 

communication with medical personnel within the hospital setting. The misplaced 

focus may be because hospitalists encounter many more patients than they do medical 

personnel, yet, if patient care is the priority, they must refocus their efforts on 

improving the transmission of information among their peers. 

Participants agreed on the importance of transmitting information within the 

hospital setting. Yet, all seem to be fragmented in their work situations. Participants 

understand the flow of communication and the documents they are to complete; yet, 

they did not demonstrate that they are responsible for seeking solutions when the flow 

of communication is not effective. When a new technology was introduced, they either 

refused to implement it or tried it for a brief period of time before quitting. Many 

discussed the lack of time or constraints on their time as reasons for this 

fragmentation. Whatever the reasons the participants gave for breakdowns in 

communication, the end result is that patient care is compromised when such 

breakdowns occur. The examples in this chapter highlight the participants’ stories of 

breakdowns in communication. In the Introduction Chapter, I stated that Hospital A 

and B’s Directors of the Hospitalist Programs reported that hospitalists are responsible 

for approximately 60% of the patients in their hospitals. This statistic highlights the 

importance of effective communication training in hospitalist programs and effective 

processes and systems for transmitting written communication. The following chapter 
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will discuss how trust and relationships with medical personnel, patients, and the 

patients’ families affect hospitalists’ perceptions and also patient care. 
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CHAPTER V 

PERCEPTIONS OF COMMUNICATION: TRUST 

 

 In Chapters 3 and 4, hospitalists discussed effective and ineffective 

communication with patients and patient families, other hospitalists, and medical 

personnel through written documents, face–to–face communication, observations, and 

telephone communication. The participants clearly demonstrated that although the 

profession has existed since 1996 and has been a part of both hospitals since the early 

2000s, there are still systems and processes that need to be updated. My research 

showed that effective communication depends on the individual physician, and the 

underlying question: Is the physician willing to extend herself beyond the minimum 

expectations of the hospital’s protocol?  

 An important element of effective communication in the hospital setting is 

trust. Patients and family members need to trust that the physician is giving them 

sound medical advice, physicians need to trust each other when consulting on a patient 

case, and physicians need to trust nurses and support staff to follow their medical 

orders. In the last decade there has been extensive research regarding patient trust and 

the patient–physician relationship. Fletcher et al. (2008) asked patients who were 

treated by physicians who were completing their residencies if the patients were 

concerned about physician fatigue or discontinuity of care. These patients represented 

a sample group from three sites. Eighty–seven percent of the patients reported that 

neither was of concern to them, but they did feel more comfortable and trusted their 
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providers if a team member was at the hospital. They also were not concerned if 

multiple residents treated them while they were hospitalized. 

Moreover, the topic of patient trust has extended beyond the patient–physician 

relationship to insurers and the medical profession as a whole. Dugan, Trachtenberg, 

and Hall (2005) expanded their study to include the medical profession and the 

medical system. Their study sought to find measures to assess patient trust in 

physicians, health insurers, and the medical profession. They defined patient trust as 

“the optimistic acceptance of a vulnerable situation in which the patient believes the 

healthcare provider will take care of the patient's interests” (p. 2). Trachtenberg, 

Dugan, and Hall (2005) researched how patient trust impacts the patient’s involvement 

in their own medical care. The authors reported that “higher trust is also consistent 

with more active patient roles such as seeking care and adhering to treatment 

regimens” (p. 344). 

 Based on the more traditional relationship of a PCP and a patient, researchers 

have focused on the impact of trust on patient outcomes, patient satisfaction, and 

patient loyalty. Hojat, et al., (2010) measured patient satisfaction and compliance with 

physician trust. Their findings showed that when patients trusted their physicians that 

they complied with recommended tests such as mammograms, PSAs, and 

colonoscopies. Suki (2011) surveyed patients in Malaysia to determine patient 

satisfaction, physician trust, and loyalty. The purpose of the study was to identify traits 

that keep patients from changing doctors. The authors maintained that after identifying 

the traits, physicians would be able to keep patients from changing doctors and to 
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economically help their clinics. For example, Suki stated that patient loyalty translates 

to more income for the physician because he builds his practice when patients remain 

with him. Suki supported his findings by referring to six other studies about 

physician–patient satisfaction and trust. The author stated, “Patients become loyal to 

their doctors through a long but identifiable process in which patient commitment to, 

trust in, and satisfaction with, a doctor are key conditions” (p. 1207). The author 

maintained that a physician’s reputation increases patient satisfaction, and loyalty 

develops as patients spend time with the same physician. However, there exists a huge 

chasm between the PCP’s traditional relationship with a patient and the hospitalist’s 

relationship. Central to this chasm is patient time spent with the PCP versus the 

hospitalist, and the patient’s right to choose their PCP versus being assigned a 

hospitalist.  

 Although hospitalists are not trying to build their practices and they also 

cannot develop trust with their patients by spending time with them as PCPs can in 

their clinics, hospitalists indicated that the challenge of establishing trust was a 

concern and offered ways in which they try to develop trust with their patients. 

Because hospitalists have so little time to get to know their patients, I sought to find 

out how they begin the process of establishing trust. As I interviewed participants, I 

asked them, “What do you say when you first meet a patient?” During group sessions, 

I observed instances where hospitalists and NPHs discussed trust and also barriers to 

trust. Time was often discussed when participants shared the challenges they 

encountered when establishing patient trust. As Dr. Young stated, “You don’t have a 
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lot of time to establish trust with someone.” She did not state explicitly that if she had 

more time this would improve the hospitalists’ chances of establishing trust. However, 

she did seem to imply this by stating, “They’re lots of things going on with 

hospitalists–a lot about communication with the primary care physicians and the 

patients. They [patients] have to be comfortable in a matter of minutes versus years.” 

 The topic of trust and relationship seemed to coexist as I analyzed the 

participants’ statements. In addition to patient trust, participants also expressed trust 

issues among many different professionals: among hospitalist and PCPs, among 

hospitalists and ER physicians, among hospitalists and specialists, among hospitalists 

and administrators, and among other hospitalists. How does trust impact the hospital 

setting? How do decisions differ if there is trust versus if there is lack of trust? As I 

analyzed interviews and hospitalist group observations, the theme of trust emerged in 

the following areas: establishing trust with their patients, establishing trust with other 

medical personnel, and trust in the IT system to provide and relay information about 

patient care.  

Communicating Trust 

 I will begin with a discussion of the tension surrounding hospitalist/patient 

trust. Both the patient and the hospitalist meet each other at a traumatic time for the 

patient, and the hospitalist must communicate trust with the patient and the patient’s 

family (Wellikson, 2008). Mary Doughtery (2010), an oncology clinical nurse 

specialist, addressed the topic of patient trust by assessing oncology inpatients’ and 

family needs. Because oncology patients typically require frequent hospitalizations, 
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their disease creates a tremendous burden on both family members and patients. 

Dougherty’s study found that patients and family members hope to establish trust with 

their care givers. The author stated, “The trust does not seem to depend on consistency 

of practitioners, but rather on communication among caregivers, which enables 

patients and their families to feel better prepared for an unknown future” (p. 301). 

While Dougherty focused her research on patients and their families, she specifically 

noted that oncology specialists depend on hospitalists to handle care within the 

hospital setting. She stated, “When the provider arrangements are not explained fully, 

confusion and distrust can result” (p. 305).  

 Walker, Brooksby, McInerny, and Taylor (1998) conducted a study in the 

United Kingdom to determine patients’ perceptions of how physicians and nurses in 

the hospital build trust, faith, and confidence. The authors stated that their research 

purpose was to understand “how people evaluate and make sense of their experience 

in the hospital” (p. 193). In their analysis, the authors cited instances that can lead to 

distrust. They stated, “Failure to understand or anticipate the information needs of 

individual patients could reduce trust, even when the motives were clearly well 

intentioned” (p. 198). There is also research to support the importance of patient trust 

in the medical profession as a whole. As mentioned at the beginning of this chapter, 

Dugan, Trachtenberg, and Hall (2005) also found that patients need to trust the 

medical profession rather than just their own individual physician. The more trust 

patients had in the medical profession, the more they sought care and complied with 
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the physicians’ treatment plan. Certainly, hospitalists as a profession would be 

included. 

 On a related note, medical rhetorician Judy Segal (1994) researched patient 

compliance because of its importance to the rhetoric of medicine. She positions the 

rhetoric of medicine as an opposing force to biomedicine by stating,  

… rhetorical theory so clearly predicts the failure of physician–patient 

persuasion within the current medical model that the more interesting question 

(though one I will not attempt to answer) is probably not why so many do not 

comply with medical advice, but why so many do. 

 

Segal added, “That is, in biomedicine, persuasion is rhetorically unlikely” (p. 97). This 

chapter will offer insights into how hospitalists cross over from biomedicine to 

rhetoric as they seek to establish trust within the hospital setting. 

At the core of the patients’ and primary care physicians’ resistance to the 

hospitalist model in the U.S. is the nonexistence of any type of prior relationship with 

the hospitalist. When I asked Dr. Jones, Coordinator of the Hospitalist Program at 

Hospital B, about any resistance that he has observed or experienced, he responded by 

not answering the question, but instead correcting me and stating that there should not 

be any resistance to hospitalists. He stated that when patients are admitted and meet 

their hospitalist, the situation is really no different than patients who change 

physicians due to changes in their insurance provider. He stated, 

If you change insurances, they have their preferred providers. And so, 

suddenly you don’t have the physicians for life long. Most people don’t–if they 

change, then their doctors change. It’s curious that most people don’t expect 

that life–long. Those that do are certainly of an older generation, our age and 

older, where they still have those expectations of having that one person who 

captains the whole ship. But now it’s not uncommon for an employer to 

change insurance plans for economic reasons and suddenly they are having to 
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find a new physician because different physicians are on different plans. We 

see it all of the time here for insurance companies–[states school district, police 

department who changed companies]. So they are very accustomed to the 

revolving door. We see this mass migration with physicians in the primary care 

world. There is a loss there; it is nice to have someone who knows you for 15 

years. However, it’s not reality nowadays. 

 

As Dr. Jones stated in the preceding passage, he maintains that patients have 

already experienced changes in physicians before the hospitalist model due to changes 

in insurance companies. He compared these changes to a revolving door which 

indicates that he perceives that the changes are frequent. To the patient who is required 

to change physicians due to a change in insurance providers, the change may not be 

her choice; however, she is able to select her physician within the insurance network. 

Likewise, when a patient changes jobs, changes in insurance carriers result in the need 

to change physicians, however, the patient understands that this change is required due 

to job requirements. When a patient is admitted to the hospital, the admission is 

typically because of a physical event and not the patient’s decision. Also compounding 

the patient’s physical need for hospitalization and the patient’s and the family’s 

anxiety is the uncertainly of who will treat the patient.  

Establishing Trust with Patients 

 To further explore the issue of building trust, I asked each hospitalist to share 

what they say to their patients when they meet them. Hospitalists reported that when 

they meet patients that they explain who they are and their role in their care. 

Frequently, hospitalists mentioned trust in their explanations to me. For example, Dr. 

Young, hospitalist at Hospital A, discussed how she explains her profession to the 

patient and she added that she also tries to gain the patient’s trust. She stated, “We’ve 
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been told so often you have to communicate with the patient to let them who you are 

and they understand what you’re doing [pause] purpose is in the hospital.” She later 

added, “They [hospitalists] have to be comfortable in a matter of minutes versus years. 

You don’t have a lot of time to establish trust with someone.” Dr. Young stated that 

she tries to find ways to communicate trust and also that she is sincerely interested in 

the patient. She gave the following example: 

I think taking the time, again, when I stand up and say, do you have any more 

questions. Ask the patient—“Do you need anything else now?” and they 

usually want more water. Often if the nurse is busy, I will get them more ice. 

That speaks volumes to them if I ask them what they need and then see that 

they get it. 

 

 Dr. Harrell supported Dr. Young’s statement that hospitalists do not have a lot 

of time to get to know the patient. Dr. Harrell, hospitalist and also the Director of the 

Hospitalist Program at Hospital B, said that over the years he has developed a method 

of meeting the patient that he has found to be very successful in overcoming the initial 

surprise when the patient meets him instead of the PCP. Although many of the 

participants mentioned explaining the hospitalist profession, Dr. Harrell states the 

name of the patient’s PCP and tells the patient that he will be in contact with the 

patient’s PCP. He reported,  

When I walk in a room, I shake hands [with the patient] –“I’m Doctor 

Harrell”—and with everybody else in the room and how they are related [to the 

patient]. For example, I tell the patient that Dr. Bartlett [PCP] has asked us to 

see you. I’m a hospitalist and I’ll see you when you’re in the hospital. Your 

primary care doctor is still Dr. Bartlett and he has asked us to see you while 

you are in the hospital. We’ll let him know you’re here and when you go home 

I’ll let him know what happened in a summary. I usually start the conversation 

that way. 
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Although Thomas, Zolin, and Hartman (2009) sought to identify the role of 

communication in developing trust with employees, their research on communication 

within an organization can also be applied to the hospital setting. The authors stated, 

“trust was very closely tied to perceptions of organizational openness” (p. 306). They 

also found that in relationships with coworkers and supervisors, the quality of 

information supersedes the quantity of information. Ms. Allen, NPH at Hospital B, 

stated that she faces some additional challenges as a NPH compared to other 

participants’ challenges as hospitalists. To her, the additional challenges are the result 

of the patient trying to understand that the patient’s PCP will not be at the hospital and 

also trying to understand what a nurse practitioner hospitalist does. She stated that her 

title is quite lengthy and communication the information to the patient is very 

challenging because the patient is trying to comprehend all of the information while 

also very sick or in a trauma situation. In her example, she illustrated what Thomas, 

Zolin, and Hartman (2009) meant by the quality of information. She stated, 

What I do when I go in and the other nurse practitioner does as well is 

introducing myself and who I am, that I’m a nurse practitioner and not a 

physician and that Dr. So and So is following me today in your care. I’m 

basically explaining who I am and what I am there to do and what I feel is a 

primary role for a mid–level provider of any sort is education. I always take the 

time, and I know the other nurse practitioner does this as well. 

  

Clearly, the participants expressed that they understand the patient may be uncertain 

about their profession and their title. In addition to explaining their role in patient care 

and also knowing that they will have very little time to get to know the patient, several 

participants stated that they try to establish a relationship with the patient.  
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 Dr. Jones, Coordinator of the Hospitalist Program at Hospital B, expressed his 

belief that compassion and professionalism are as important as the medical treatment. 

He referred to trust and also establishing a relationship as a “personal connection.” He 

stated, 

And that’s critically important—you can be the best physician but if, ok, you 

come in and you appear to be nonchalant and not care about the patient’s 

problems you’re pompous or arrogant, you’ll never overcome that [laughs] and 

somehow in those first few minutes you have to establish some sort of personal 

connection. As a physician you have to convey some sense of compassion and 

of professionalism and otherwise no matter how good the medicine is, the 

experience is not necessarily going to necessarily be that positive. It’s really 

important. 

 

Although Dr. Jones stated that hospitalists have to convey compassion and 

professionalism, participants shared conflicting perspectives of patient trust. Earlier in 

this chapter, I shared Dr. Young’s emphasis on establishing trust. Later in the 

interview she gave the following explanation after I asked her what concerns her about 

her profession and also what she saw that surprised her when she first became a 

hospitalist. In her explanation, she points to insurance as the reason some patients wait 

until they are very ill to go to the hospital. She demonstrates compassion for her 

patients as she describes the patients she is currently seeing compared to earlier in her 

practice. She also described having to tell patients that they are going to die. She 

stated, 

The fact that everyone is so sick. As the years go on, I believe because of 

insurance issues, people wait longer to seek treatment and are much sicker. So, 

the patients that we used to put in the ICU now are floor patients because the 

whole severity of illness is matched up to the point that there’re not enough 

ICU beds. We’re now so used to seeing these very sick patients that they are 

now they are on the floor. It’s just a whole different milieu that it once way– 

even 10 years ago when I got into it. Just last year that it’s getting wearing 
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[emphasis by participant] to me is the number of patients that are really very 

seriously ill and are going to die that I am the first one telling them that. I’ve 

diagnosed a lot of cancer. I have to tell them. I really didn’t identify so much 

that it was such a stressor for quite a few years or it may be that I’m primarily 

diagnosing more and more cancer. 

Dr. Jones is the Coordinator of the Hospitalist Program at Hospital B and is also an 

ER physician. He shared a very different perspective from Dr. Young’s views when I 

asked him about his concerns for the hospitalist profession and also what surprised 

him about the profession. His comments warn against patients possibly developing a 

relationship with the physician. He also does not mention trust but rather being 

professional. He stated, 

You have to maintain certain professional positions and you have to do that as 

a self–protection mechanism as well. We’d all be basket cases otherwise. We 

would at a certain point in time. Sometimes there are still patients that still get 

to us. You have to protect against it. One of the biggest challenges I had when 

I first moved here was my loss of anonymity. And that’s a hard thing. I know 

because no matter where I go—the restaurant, the grocery store, or wherever 

I’m going to see patients or family members of patients that I’ve taken care of. 

It’s inevitable; I’ve been here too long, right. And for me it’s doubly bad 

because I’m an ER doc so I always see patients at the worst day of their life. 

 

Clearly to some participants, professionalism was the central focus; however, what 

drew others to medicine was the potential of establishing relationships with patients. 

Dr. Wilson, for instance, stated that she wants to establish a relationship with her 

patients. As a former primary care physician, she worried that as a hospitalist she 

would not be able to develop the same types of relationships with her patients. She 

stated, 

I mentioned earlier that I prefer private practice because of the long–term 

relationship. Surprisingly we see these older people more because they are in 

and out and I do get to bond with their families. A lot of times somebody else 

may admit but the next day I may take over their care because I have a 
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relationship with them. I have been surprised that I can still develop that 

relationship even though my exposure to them is short. That’s been surprising 

because of the high turnover and high volume of people who are in and out of 

here.  

 

Results from my research clearly demonstrated conflicting responses about patient 

relationships. Dr. Young had been a primary care physician before she became a 

hospitalist, and she stated that she welcomed the opportunity to become a hospitalist. 

While both Dr. Young and Dr. Wilson are satisfied with the work they do in the 

hospital, Dr. Young focused her comments more on her desire to treat acute care needs 

rather than clinical care. While she enjoyed the relationships she built with her patients 

in the clinic, her focus as a hospitalist is on acute care, which the PCP’s rarely treat. 

Dr. Young stated, 

I always liked the hospital environment a lot–intensive care, really sick 

patients, I wasn’t bored doing clinical medicine, and I liked the relationships 

that you build with the patients and having a clinic and primary care, but I also 

don’t miss that a whole lot. I know a lot of people that do, but I like working 

with very sick patients. 

 

Dr. Young explained that she prefers the hospitalist profession because she prefers to 

treat patients who need acute care. This preference was voiced by many participants as 

they shared the differences in clinical care versus hospital care.  

 Dr. Harrell, Director of the Hospital Program at Hospital B and also a 

practicing hospitalist, expanded the idea to also explain why he is often frustrated with 

his patients in the hospital. He is a very soft–spoken man who frequently checked his 

watch during the interview. While it was obvious that he was aware of the time, he 

also spoke with compassion about his patients. However, it was clear from his 

comments that his emphasis is not on establishing trust or seeking a relationship with 
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his patients but rather on his determination of whether or not the patient should have 

been admitted to the hospital. It is important to remember that many times a hospitalist 

will hand off care to another hospitalist, but the admitting hospitalist is the one who 

approves the hospitalization. Dr. Harrell seemed to approach each patient wanting to 

determine if the patient should have been admitted to the hospital rather than if the 

patient trusts him. His approach may be influenced by his position as Director of the 

Hospital Program, yet in the organizational structure, he does not make the decision 

unless it is his turn to respond to the ER’s calls when a patient may need to be 

admitted. In short, Dr. Harrell seemed to distrust the patient if he determined that the 

patient’s condition did not warrant hospitalization. When asked what he found 

surprising about his interaction with patients and medical personnel, he stated that he 

feels more useful treating patients who need acute care. However, he also stated that 

there are inpatients who should not be in the hospital. He explained, 

I really like all of medicine, but the part of medicine I like the least is taking 

care of well people who don’t need much attention and they come in the 

outpatient setting who have colds, etc. people who really don’t need medical 

attention other than just reassurance. Internal medicine training is usually 

inpatient training and people are already sick. It’s more interesting, and I feel a 

little bit more useful.  

 

In following up on his statement about taking care of well people, he discussed what 

he referred to as “VIPs” who he defines as very important people to the hospital. He 

stated that they are usually people who have donated money. He explained that 

hospitalists typically do not know who they are, but they do know that they are time 

consuming. It is interesting to note that he mentioned that a hospitalist can “cause 
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more trouble to an organization” when the hospitalist does not have a relationship with 

the VIP. He reported,  

Every institution has VIPs and you don’t always know that they are VIPs 

because ER docs don’t have a relationship with them, and we don’t. We walk 

in and we know that they have a permanent doc but don’t know that they just 

gave $5 million to the hospital. If their name is on the tower that should be a 

clue, and when the CEO’s swung in their room to see them that’s a hint. But 

there are people who expect to be treated specially and it’s irritating but that’s 

the nature of the organization. Every place has them. You have to handle it 

appropriately. VIPs are much more time consuming. It’s not fun to have a VIP; 

it’s really a position that you don’t want a VIP. But the primary care docs don’t 

want them either because they are time consuming. They expect a lot more. 

[phone ringing] So we would all rather see people who don’t expect to be 

treated as special. When the hospitalist doesn’t have a relationship can cause 

more trouble to an organization by just…when I figure out it’s a VIP I call the 

primary care doc and I say that this guys in the hospital and it helps for the doc 

to come by and say, “Oh yeah, Dr. [his name] is doing a great job. [participant 

acts out the primary care physician by glancing at the chart]. They don’t really 

read the chart.  

 

In the above statement, Dr. Harrell explained that he bridges the relationship and trust 

gap with a VIP by contacting the PCP. He also mentions that PCPs don’t want them 

either because the VIPs take up a lot of the PCPs’ time. Both hospitalists and NPHs 

expressed frustration in either establishing trust or in trusting the patients. NPHs have 

additional challenges because they are not physicians. 

 Stille, Frantz, Vogel, and Lighter (2009) found communication among 

professionals at a children’s specialty hospital quite challenging due to inefficient 

processes that sometimes prevented communication. These challenges among 

professionals can also be further intensified when professionals’ status is not viewed 

equal. Ms. Allen, a NPH at Hospital B, admits that she frequently has to overcome 

additional challenges because she is not a physician. She understands how important it 
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is to explain her role when she meets a patient because she worked in the ER prior to 

becoming a NPH, having received additional ER certification. Ms. Allen shared her 

experiences with patients as she tries to gain their trust in the following explanation: 

It’s always a touchy subject. Our time with them [patients] is limited. Most of 

them have been very comfortable with their own primary care physician and 

then there’s this group of new people–new faces, and besides the nurse 

practitioner there’s a physician coming in and then there may be specialists as 

well. So they may have seen four or five different people during the time they 

are there. And establishing a relationship with them–you can get a feel from 

them and their family members and how they are viewing this illness, 

particularly if they are not doing well, things are not going well in their course 

and they are getting complications and you know that things are probably not 

going to end well and you try to start introducing that subject where it’s not a 

surprise. 

 
Ms. Allen mentioned that establishing a relationship with a patient is difficult because 

patients are treated by multiple professionals. She also mentioned that the patient–

physician relationship is particularly important when the patient’s physical health is 

declining. Dr. Wilson agrees with this statement and shares that patients need to 

understand what is going on with their body in order to comply with the doctor’s 

treatment plan, and establishing a relationship assists both patients and physicians in 

the patients’ care. Dr. Wilson is a female hospitalist at Hospital A and has additional 

certification in pediatrics. She has been both a PCP and a hospitalist. She shares her 

perceptions of communicating trust as a physician and also her expectations of trust 

towards her from her patients and families. She believes that if a patient and the 

patient’s family have a trusting relationship with their hospitalist that the relationship 

will help the patient get better faster. She stated, 

The fewer people you have to talk to the sooner that you’ll get done but that 

creates I think some trust issues and also the family feels “you’re not telling us 
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everything, you’re keeping us in the dark, is there something really bad that 

you’re afraid to talk with us about.” I may not see a family every single day but 

if two days has gone by and I haven’t seen them, I establish at the beginning 

who is the primary person in the family to talk with and I’ll call them. If you 

don’t make that effort, then there’s a lot of misunderstanding, and I think it’s a 

disservice. Someone’s not going to take as good care of themselves if they 

don’t understand why, what’s going on, what they should do, and the families 

have a big role in that as far as helping the patients take care of themselves. 

 

When I asked Dr. Wilson how she establishes trust with her patients, she answered by 

explaining ineffective ways that she sees some of her colleagues relate to their 

patients. It is interesting that in giving her explanation of ineffective ways that 

physicians relate to their patients she states that they frequently avoid establishing a 

relationship with the families. She specifically uses an example of specialists that she 

observes and the ways that they avoided talking to the patient’s family. She reported, 

As far as from the physician standpoint–us (physicians) being open and honest 

and explaining what is going on with them, answering questions; talking to the 

family. That’s what I see with my male counterparts. They may explain things 

to the patient but they don’t go that extra mile to talk with the family. The 

family may not be there. There is a lot of, not the hospitalists necessarily, but 

the specialists that make rounds early, early in the morning because they have 

clinic too but they also do that too on the weekends so they will miss the 

families. That way they don’t have to talk to the families. I know they do that 

because I’ve heard them say they do that and it just gets them in and out a lot 

quicker. The fewer people you have to talk to the sooner that you’ll get done 

but that creates I think some trust issues and also the family feels “you’re not 

telling us everything, you’re keeping us in the dark, is there something really 

bad that you’re afraid to talk with us about.” 

 

In Dr. Wilson’s explanation, she uses the phrase “go that extra mile” to visit with the 

family. She supports why the specialist should talk to the family and that is because 

the family may not be present and may miss the information. If the patient is very sick, 

the patient may not understand the information or be able to ask questions for 

clarification.   
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Establishing Trust with Medical Personnel 

 Although most hospitalists stated that they were aware of their need to 

establish trust with their patients, they often also mentioned lack of trust in their 

relationships with ER physicians, specialists, and PCPs. 

The first handoff of care within the hospital is from the ER to hospital 

admission (see Appendix E). As stated in an earlier chapter, almost all patients who 

are cared for by hospitalists are assigned to them from the ER. Therefore, the handoff 

of care in the form of face–to–face information, EMRs, as well as written 

communication is crucial as the hospitalist tries to understand the patient’s medical 

story. I asked Dr. Crockett, Director of the Hospitalist Program at Hospital A, to 

describe a typical situation in which a hospitalist is called to the ER to admit a patient. 

Specifically, I asked him if he meets with the ER physician prior to visiting with the 

patient and what information he has about the patient when he first visits with the 

patient. He reported, 

They’ll [ER] give us a brief checkup when they call. They’ll say, this is what I 

think is going on; this is why I think they need to come in [be hospitalized]. I 

try to get very little information. I’m not interested in much information from 

them because I don’t want to have any prejudice. I want to start from scratch. 

 

In light of the emphasis on how information is transmitted, it was interesting that  

Dr. Crockett stated that he prefers “to start from scratch” and meet the patient without 

having any information about the patient. When I asked him about this, he explained, 

I’m trying to think of the best way to describe this—part of it is distrust that I 

have for them. I’m not saying that they don’t know how to hit a baseball with a 

bat, but they don’t always get it right. That’s because their mode of practice is 

just get a quick cursory view—does this patient need to be hospitalized or 

not—and so once they determine that they need to be hospitalized they don’t 

always put a lot of time, and they are not allowed to spend a lot of time 
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because they have so many patients. If they spent the amount of time we spend 

with patients, they would never see a tenth of the patients that they are 

supposed to see. So we spend a lot more time with the patients. Sometimes we 

spend up to an hour in the room just getting information, trying to understand 

what’s going on. 
 

In his explanation, Dr. Crockett summarizes the differences between an ER 

physician’s approaches to patient care and a hospitalist’s approach. He states that the 

ER physician’s main goal is to decide if the patient needs to be hospitalized and this 

decision has to happen quickly. If the physician believes that the patient may need to 

be hospitalized, he contacts the hospitalist. Dr. Crockett emphasizes that the ER 

physicians do not have a lot of time to make their decisions, otherwise they would 

never be able to treat all of the patients that come to the ER. He further explained, 

They [ER] are just getting (snaps his finger) the slightest of detail. They rely 

on the nursing staff to get a lot [emphasis by participant] of the information for 

them and to feed it to them. So to answer your question more directly, I’ll have 

just a brief checkout from them, and that’s pretty universal for all of us. Then 

what I will do, I will pull up the patient’s electronic chart, find the latest 

hospitalization (if there is one), I’ll look at their history and physical and their 

discharge summary. I’ll write down their vital signs and any laboratories and 

review all of their EKGs and X–rays before I ever go in the room. That gives 

me an idea of what’s normal, what’s not normal, how sick is this patient, how 

sick are they not before I even go in and talk with them. Then, I’ll go in and 

talk with them. 
 

Dr. Crockett stated that it was important to him to make his own assessment of the 

patient. As he stated in the preceding passage, he believes that “a lot” of the 

information is from the nursing staff, and he does not want to decide that the patient 

needs to be hospitalized solely based on that information. 

Dr. Jones, an ER physician and also Coordinator of the Hospitalist Program at 

Hospital B, confirmed Dr. Crockett’s assessment of the different approaches by ER 
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physicians and hospitalist. In his explanation he mentioned that sometimes there is a 

“roadblock” as each group of professionals does not understand the other group. He 

reported,  

Ninety percent of time I can tell within 5 minutes what is wrong with the 

patient. I do tests just to confirm my clinical intuition, and it’s right most of the 

time. In the 20 years we’ve done it we know whether they need to be admitted 

or not. However, you know, what I would like to do as an ER doc is call the 

admitting physician and say, I’ve got a patient who is going to need to be 

admitted and get the patient upstairs (because they are better off upstairs), 

however, in the hospitalists and most of the primary care docs say, well, what 

did the tests show. They need to know all of the detail and information and 

then they need time to sit there and think about it. I’ve already made my 

decision, right? But now they need to think about it, ponder it, and think about 

how they are going to provide the care, and we get this kind of roadblock if 

you will and that’s been one of my challenges to get the two to understand 

each other. 
 

Both Dr. Jones and Dr. Crockett reported examples of the differences in approaches to 

patient care that can also impact trust. Dr. Jones’s experiences are from his perception 

as an ER physician who coordinates the Hospitalist Program at Hospital B, and Dr. 

Crockett’s experiences are from his perception as a hospitalist who directs the 

Hospitalist Program at Hospital A. 

When the patient is hospitalized, the hospitalist takes over care. Although 

many hospitalists in my study shared ways in which they try to gain the patient’s trust, 

there are trust challenges among medical personnel that can impact patient care. Many 

of these challenges occur among hospitalists and PCPs. This may seem unusual 

because hospitalists treat patients in the hospital and PCPs treat patients outside the 

hospital setting, but hospitalists explained that sometimes patients are hospitalized 
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because the PCPs either did not want to deal with the issues in multiple visits to the 

clinic or simply found it easier to send the patient to the ER. 

 Because hospitalists treat many patients who are cared for by PCPs outside of 

the hospital setting, the hospitalized patient is typically very ill. Hospitalists reported 

that the number of patients that they diagnose and realize that the PCP had to know the 

extent of the illness or disease and elected not to tell the patient is very alarming. 

While I did not specifically ask the hospitalists to evaluate the care they feel that PCPs 

are giving patients, several offered additional information when asked about 

relationships and trust. For example, Dr. Young began by sharing her views of patient 

trust and quickly transitioned the topic to PCP trust when she stated, 

Patients trust me but those patients are getting less and less…. I sit on the bed, 

make sure that they are adequately informed. I get people a lot of the time who 

are very, very seriously ill and no one has told them—Do you know that 

there’s a chance that you’re not going to live through this and they have no 

idea. Who didn’t say this over the last week or month [primary care 

physician]? Why didn’t somebody [emphasis added by participant] tell them? 

 

As she shared details about her story, she stated that when she referred to “somebody” 

that she was referred to the PCP treating the patient. Dr. Young shared that often the 

patient’s PCP is almost certain that the patient has cancer. Instead of running tests in 

the clinic, the PCP will have the patient admitted to the hospital for tests. I asked why 

the PCP would do this instead of trying to determine if the patient had cancer. Dr. 

Young explained a typical situation for the patient, “No, they may go in to see their 

PCP once or twice a year and on one of the visits their PCP sees something and admits 

them to the hospital for tests.” She states that the PCP would rather have the 

hospitalist tell the patient that he has cancer than the PCP tell them. She states that this 
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was her greatest surprise—the number of times that PCPs have their patients admitted 

so that hospitalists have to relay the bad news. 

Dr. Marek shares Dr. Young’s views with a more emphatic tone. Dr. Marek is 

the only hospitalist in this study who trained to be a hospitalist. He refers situations 

such as the one that Dr. Young described as being “dumped” on. I asked if he had 

encountered situations where he felt the PCPs had their patients admitted to the 

hospital when they could have diagnosed the patient’s illness on an outpatient basis or 

taken care of the patient’s illness through a series of clinical checkups. He responded, 

I agree. That’s where you feel like you’re dumped on. That’s why I keep 

telling him [another hospitalist]. It’s like these guys have different abilities to 

do these things and you have to respect that because it’s the patient that you’re 

caring about, not their doctors. 

 

He went on to explain that some hospitalists have mentioned wanting to determine 

which PCPs’ patients they will admit and which patients that the PCPs should handle 

themselves because they feel the PCPs are taking advantage of the hospitalist model. 

He shared his views about other hospitalists’ opinions and concluded by stating that 

many times he feels that hospitalists clean up the mess that PCPs create. He stated, 

I said that even if you want to funnel it based on who their primary doctor is, 

knowing that some are better than others, help some of them and don’t help 

other ones fine, but I mean you can’t make a blanket rule like that. 

 

You know, how many times do we get patients in here with a side effect of 

medicine because they didn’t check something or tell them by the way…..you 

know to the outpatient what I would say is that we’re going to put you on this 

medicine….risk, benefits…side effects. Watch out for this stuff. That’s the 

way we want to do it because they are generally more healthy and you really 

aren’t making three, four or five drug changes at the same time. That’s the 

ideal setting if they are doing it right. But a lot times they [PCPs] don’t do it 

right and get complications and they come to us and then we have to say 

politically, nicely…this is kind of what happened and that it happens etc. 
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etc…knowing full well your brain is telling you “why in the hell didn’t you tell 

this person this was going to happen.” But you’re political about it. You don’t 

want to bad mouth anybody and just kind of say this is what is going on. 

Cleanup is a big part of our work.  

 

In his narrative, Dr. Marek refers to politics within the medical community that 

prevent one physician from correcting another physician. When he mentions 

“cleanup” he is referring to the care that hospitalists have to provide in order to correct 

missteps that the PCP made in patient care. Dr. Harrell talked about the same topic 

when he discussed on he focuses on patients who suffer due to repeated 

hospitalizations. He stated, 

It’s a time crunch. Primary care docs–I’ve been there–you see 20–30 patients 

in a day. You don’t have time. It’s very time consuming. It’s time consuming 

in the hospital too, but the primary care physicians need to figure out some 

way to do that if they can because it ends up in more suffering for the patient 

and more expense. Just a huge expense associated with end of life. In our part 

of it, we get people who are coming in for six times on a ventilator and they 

are 92–six times in the last six months. Primary care docs have a little bit more 

credibility to say [to the patient] “here’s what you ought to do” than I do. 

  

While much of the discussion about primary care was either negative or almost 

dismissive of what PCPs do because they do not provide acute care, Dr. Wilson was 

very forthcoming in admitting that she prefers practicing primary care because of the 

relationships she was able to establish as a PCP. She chose to be a hospitalist because 

her former partnership in a clinic was not working out and she was offered a position 

in the hospital. She also was very open about her expectations for herself and for her 

peers in caring for patients. She stated, 

A lot of people we see over and over again. Some patients are very frustrating 

because they were smoking or doing something they weren’t supposed to be 

doing. I think being a dumping ground for everybody as far as the specialists 
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with what they don’t want to dirty their hands with and we end up doing it, 

which is not what any of us bargained for.  

 

I asked her for an example of what she meant by “dumping ground” and also what the 

specialists did not want to deal with. In describing the following situation, Dr. Wilson 

also mentioned that the PCP could have helped the patient, but because the patient 

needed help at night, the hospitalists treated her. She reported, 

Last night, I had a lady in her late 70’s who was started on a medicine by her 

neurologist for possible peripheral neuropathy in her feet and from the time she 

started taking her medicine last Wednesday until she came in she was falling, 

dizzy, and nauseated. This was clearly a side effect of the medication she was 

taking and also her sodium was low which is what the medication can do. In 

other words, all of this is clearly the effect of the medication she was put on. 

The neurologist stays in bed last night, and he’s not coming in to take care of 

the mess he created. We have to take care of that. He’s totally capable of the 

mess he created, but she has a primary care doctor, and we cover for the 

primary care doctor, and so we take care of her. Sometimes they aren’t 

responsible for the things that they do, and I think they should. 

 

I think she talked to them Friday or Saturday and they told her to stop the 

medicine, but they (neurologists) didn’t have to mess with the fallout once she 

was in the emergency room and now hospitalized for two or three days once 

we get her sodium level back to normal. That’s an example. 

 

Although several hospitalists shared their concerns with either “cleaning up” after 

PCPs or being “dumped on” by PCPs, Ms. Ricki, a NPH, understands that the 

stakeholders within the medical system now depend on the hospitalist model. She is 

concerned about the expectations of future PCPs and hospitalists who will be entering 

the work force. She stated, “Physician expectations have changed in the thirty–two 

years I have been involved in medicine.” Ms. Ricki added, 

Personally, I feel that doctors now are coming out with the 8–5 mentality—

both in nursing and in medicine. People are also more interested in money and 

not working weekends or nights. We fulfill the role of allowing them to work 

8–5. We do the emergency work for them. 
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Prior to directing the Hospitalist Program at Hospital B, Dr. Harrell worked in 

several states as an ER director and a PCP. His comments reflect his professional 

experience which began decades before hospitalist programs were implemented and 

also his current experiences as a hospitalist. Dr. Harrell recognizes that the physicians 

need to trust each other and work as a team in caring for the patient. He stated,  

What I’m trying to accomplish here is change it into a team, “if you need some 

help, well, I’ll help you.” It works out to the benefit of the patient. Or the 

attitude, if it’s a family practice patient—“that’s not our patient” or if it’s a 

surgical issue, “don’t call me again” We’re still dealing with those issues all of 

the time, but in the last few years I’ve seen a huge difference in the people 

working with us and what I’ve said and still personally want is for us to treat 

the vast majority of patients in the hospital.  

 

The success of the hospitalist model depends on communication among professionals 

as well as patients. Dr. Harrell also feels that communication increases the level of 

trust within the group. He commented that many times when a hospitalist or another 

physician questions the other that the question is interpreted as a lack of trust. For 

example, if a neurologist questions a hospitalist, then the hospitalist feels that the 

neurologist does not trust his judgment.  

 During interviews, many hospitalists shared the challenges they face in 

communicating with their patients and the patients’ families. Although patient and 

patient families dominated many of the interview comments, results from analyzing 

group session comments showed that most of the communication challenges and also 

trust–related issues involved medical professionals who work with hospitalists or 

fellow hospitalists. One example involved two professionals––a pharmacist and a 

pulmonologist. Prior to the group session, two situations occurred with the same 
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patient. The hospital’s pharmacist had questioned the medications that the hospitalist 

prescribed, and the pulmonologist was perceived as delaying treatment. The hospitalist 

reported his perception of the incident by summarizing the patient’s status in the 

following statements: 

Clinically he’s all better––usual note from the pharmacy and gave me “the 

guidelines” wrote him a note and said read the whole chart; he may have post 

obstructive pneumonia; pulmonary’s seeing him but they aren’t doing very 

much; pharmacy looks at combinations of medications; they don’t look at the 

patient – we know what drugs work well together.  

 

In the hospitalist model, a hospitalist is assigned to treat a patient, but when the 

hospitalist’s shift ends, another hospitalist takes over the care of the patient. A 

hospitalist may not agree with another hospitalist’s treatment plan, and hospitalists 

may vary in the level of treatment that they feel comfortable giving. Within the 

hospital setting, hospitalists must trust each other in the treatment decisions they make 

for the patient. However, if a hospitalist changes the treatment plan established by 

another hospitalist, this trust can be challenged. The nurse practitioner hospitalist I 

interviewed described a situation involving trust, and she noted that the patient may 

experience extended time in the hospital due to lack of trust among professionals. She 

explained, 

So I think that is the potential for a huge breakdown in communication and can 

result definitely in slowing down that [the patient’s] discharge. And in keeping 

the patient in the hospital longer because, you know, I might have to interpret 

that person’s [physician’s] note. It may take me all day to really understand 

what they were trying to do. Different practitioners have a different way of 

viewing certain medical problems.  

 

Hospitalists may disagree about a treatment plan, and they may also disagree about 

consulting with a specialist. In the following conversation, Dr. Miller is the attending 
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hospitalist who is taking over care from Dr. Childress who is going off duty. The 

hospitalists disagreed about whether or not to consult with a cardiologist and one 

hospitalist also questioned if the cardiologist responded to the consult request. The 

Director read the patient’s name, and Dr. Miller reported: 

Dr. Miller:  Meds discontinued by cardiology; asked nurse to call 

 cardiology to get instructions. 

  

Dr. Childress:  Cardiology didn’t do anything; I did. We get that all of the time. 

 They are not getting instructions. 

 

 Dr. Miller:  You are welcome to take it over.  

 

 Dr. Childress:  No. Don’t consult if you can’t get them to respond. 

 

 The hospitalists I observed in the group sessions seemed to work efficiently as 

one team. However, they were still negotiating their professional roles within the 

hospital setting. Referring to the medical director’s quote in Chapter 4 about the 

physician’s attitude of “Protect the doctor,” notes from the group sessions clearly 

indicate that this attitude still exists. For example, in regard to contacting a specialist, 

one hospitalist commented, “I called her [specialist] four times yesterday––no way 

I’m calling her on the cell phone.“ Tensions also exist when a decision is questioned 

as noted by a hospitalist’s comment: “annoying note from case management about 

discrepancy from x–ray and what is actually going on.” In this quotation the 

hospitalist stated that a case manager had reviewed the patient’s x–rays, and the 

hospitalist was upset that a case manager would question his treatment plan, inferring 

that the case manager did not trust his medical decision.  
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 There were instances during the group observations where the observer could 

see the teamwork concept developing among the hospitalists and the case manager. 

Sometimes there was a direct plea for another professional’s opinion which 

demonstrated openness and trust. The situation the hospitalist described is a patient 

who does not have insurance and he is trying to coordinate a meeting between 

cardiology and neurology, and he got the results back later than expected from 

pathology and without a diagnosis. Without the diagnosis, the specialists will not 

consult with the hospitalist. Also, the family does not understand the magnitude of the 

situation or why there is a delay in patient care. As he reported the situation, a NPH 

encouraged him by stating that he can find an answer. He responds as if to ask why 

medical technology has not come up with a test which would solve this patient’s 

problem and avoid opening the patient’s chest. Another hospitalist had also treated the 

patient and relates a conversation he had had with the cardiologist. The Director 

interjected at the end of the conversation by reminding everyone that the patient needs 

this issue to be resolved. The following is a good example of a discussion about 

patient care in a group session: 

Dr. Childress:  Need case management–without you guys we aren’t going to 

do squat–we need you big time; called path, biopsy was non-

diagnosed , got it late, tried to call Dr. Armstrong, don’t think 

they can intubate, called Dr. Young, Hammer and the three of 

us go together and neither one of them are willing to touch the 

patient, looks very compromised, wrapped around vascular 

structures, don’t want to open chest–suggesting sending him 

to MD, MD does it all of the time; guy has no insurance, 

family came over made a big scene on the floor, almost 

slapped me; all of them are so – don’t understand magnitude 

of the problem, don’t know how we will manage this 
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NPH Borders:  I think if you could find an accepting position 

 

Dr. Childress:  [Interrupting] Why can’t you do a simple test? Don’t have to 

 crack his chest. 

 

Dr. Miller:  I told [the cardiologist], I need to have a diagnosis, once I 

 have  a diagnosis, I can do something 

 

Dr. Childress: The problem is that they did something with the biopsy. Do 

 the testicles have anything on them? I don’t know what I’m 

 going to do with this guy. 

 

CM Shelly: I’ll talk to Stephanie (case manager for the patient) 

 

Dr. Childress: He does have distended testicles – check it ‘ 28 years old, 

classic, big tumor on his balls, get that fixed and he’s fine. If I 

call, I try to get oncology involved they will say they can’t do 

anything without a diagnosis 

 

Dr. Harrell: We need to get something done with this patient 

 

During the group observations, hospitalists acknowledged instances of trust or 

lack of trust by the patient. For example, Dr. Oliver shared that the patient had 

established a trusting relationship with him and he was also trying to reciprocate. He 

demonstrates that he does have some sort of relationship with her because he had 

delayed telling the patient that he was going off duty. He reported, “Trying to take a 

shine to her. She said, “’I’d just rather stay here with you.’ I’m not here tomorrow; I 

haven’t told her yet.” 

Dr. Oliver’s statement about his patient demonstrates that there are patients 

who develop a relationship with their hospitalists and those hospitalists try to avoid 

disappointing the patients. While Dr. Jones, Coordinator of Hospitalists, may believe 

that patients do not expect to have the same physician treat them while they are in the 
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hospital, patients rely on personnel within the hospital setting to explain who is caring 

for them and what is going on with the patients’ body. 

Trust in the IT Processes 

In addition to physician and patient trust, hospitalists also place their trust in 

the hospital’s technology to transmit information, process tests, and relay information 

back to the hospitalist. This information also includes clinical information stored in the 

hospital’s IT system by the patient’s primary care physician. Whether written or 

spoken, medical discourse impacts decisions about patient care made in group 

meetings among physicians and specialists as well as individual physician decisions 

(Barton 2005). Teston (2009), in her analysis of a genred document used for medical 

deliberation and collaboration in a group session, notes that “medical professionals are 

involved in a complex deliberative process in which knowledge construction, 

representation, and medical decision making are uniquely yoked” (p. 321). The written 

document is the tangible representation of these decisions, and all medical personnel 

rely on documents such as history and physicals, progress notes, and discharge 

summaries to tell the patient’s medical story as the patient transitions from inpatient to 

outpatient status. Specifically, when a patient is discharged from the hospital, a “hand 

off” of patient information is necessary between the hospitalist and the primary care 

physician. The majority of this patient information is communicated in the form of the 

discharge summary (van Walraven, Seth, Austin & Laupacis, 2002). Roy, et al. (2005) 

conducted an in–depth study of over 2600 patients discharged from hospitals who 

were under the care of hospitalists. The authors found that approximately fifty percent 
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of discharged patients had lab work pending upon discharge and 9% of those listed in 

the fifty percent category had lab work pending that would significantly impact their 

diagnosis or treatment. Although this study does not statistically identify if the patient 

was seen by a primary care physician, specialist, or hospitalist, the study highlights the 

critical need for communication between physicians.  

Another form of “handoff” occurs when the patient is admitted following a 

visit in the emergency room. Apker, Mallak, and Gibson (2007) studied the transfer of 

information between emergency room physicians and hospitalists. They found that 

inadequate handoffs consisted of “faulty communication behaviors and conflicting 

expectations” (p. 884). These inadequate handouts are frequently the result of differing 

goals. While one of the emergency room physician’s goal is to answer the question: 

should the patient be admitted? Often tests are ordered to answer this question; 

however, once initial test results provide evidence that admission is needed, the ER 

physicians frequently do not wait for the lab to deliver the rest of the test results. 

Therefore, the patient is admitted with a “gray zone” of information. The hospitalist 

reads the patient’s chart and determines that tests were ordered but with no follow up. 

Whereas the ER physician’s goal may be to determine whether hospitalization is 

needed, the hospitalist’s goal is to diagnose and treat the patient.  

 As explained in Chapters 4 and 5, one hospital in my study attempted to reduce 

the time it took to relay information by implementing voice recognize software. Ms. 

Ricki, NPH, volunteered to pilot the voice recognition software. She described her 

lack of trust in the training she received by stating: 
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So number one, I don’t think the training was good. It could have been a lot 

better. But it was strictly a volunteer; people that wanted to do it did it. So like 

I said I think four of us did it. I don’t think anybody but [named two 

physicians] and I even tried to use it. I don’t think the rest of them…you know, 

it was just too difficult, too time consuming so I don’t think the other two even 

tried using it. 

  

But then there was no follow up from the lady. I had several problems 

afterward. I tried calling the number that she had left, and I never could get in 

touch with her. 

 

Results from interviews clearly show that central to the failure of the implementation 

of the software was the hospitalists’ lack of trust in those who trained them, those in 

administration who decided to pilot the study, and the technology to be able to use the 

software. 

 Dr. Crockett, Director of the Hospitalist Program at Hospital A, participated in 

the pilot study longer than any of the hospitalists. He stated that this was probably 

because he had a fully enclosed office and he had more time to practice and train the 

software. He explained that every other week he has more administrative time than 

hospitalist time on call and was able to use the administrative time to complete his 

dictations. He felt that the software implementation was not successful because the 

hospital did not provide the technology needed for it to be successful. He related his 

frustration when he stated: 

I tried to get people to tune up my computer. It never got faster and the 

turnaround time is fast enough. Again, I was using Dragon because the 

turnaround time was so fast; it was instant.  

 

In his explanation, Dr. Crockett mentions that he “tried” to get IT support to service 

his computer, which was causing delays in using the software. He indicated that he did 

not trust the IT department to support the pilot study. 
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Conclusion 

 It was difficult to determine when hospitalists shared their frustrations with 

their colleague’s and also PCP’s distrust if it was because they were questioning their 

decisions or because they did not trust their judgment. Many of the hospitalists’ 

indicated reasons for this distrust. Whether it was distrust of PCPs because they felt 

they were “dumped on” or were asked to “cleanup” after them or distrust of ER 

physicians because they wanted to ask the patient questions in the ER when the ER 

physician had made his own assessment, hospitalists detailed numerous instances that 

indicated distrust can be an obstacles to effective communication.  

 I was also limited in finding out more personal insights during group 

observations because I could not ask all participants to go into more detail about their 

statements and reactions. Hospitalists seemed more upset when they felt that they were 

caring for a patient who should not have been hospitalized or caring for a patient who 

was hospitalized due to a PCPs unwillingness to treat the patient. Their anger seemed 

to be because of the time they had spent with the patient and from feeling that they had 

wasted their time.  

 Although PCPs and specialists may seek patient trust for more personal and 

financial motives, hospitalists understand that patient trust is closely linked to patient 

compliance. My case study shows that hospitalists are aware that there are 

communication techniques that they can use to gain patient trust. They also realize that 

when patients and families trust their medical decisions that patients are more likely to 

comply with treatment and families are more satisfied with their relative’s care. 
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 In my study, only one hospitalist had not been a PCP before becoming a 

hospitalist. Are hospitalists in my study more sensitive to establishing patient trust 

because of their prior experience as a PCP? Do they expect or want a relationship with 

their patients because of past experiences as a PCP and the longer relationships they 

were able to maintain? Perhaps hospitalists’ perceptions of trust and establishing 

relationships with their patients will change as more hospitalists in the future may not 

have experience as a PCP. It would be interesting to compare future research about 

hospitalists’ perceptions of hospitalist–patient trust.  
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CHAPTER VI 

CONCLUSION: THE IMPACT OF HOSPITALISTS’ PERCEPTIONS ON 

COMMUNICATION 

 

Since 1996, the hospitalist model has gone through many changes while the 

public and members of the community have debated whether or not the model has 

decreased costs and reduced patient length of stay. As the model has grown to almost 

30,000 hospitalists practicing medicine in hospitalists throughout the U.S., many PCPs 

have also changed their opinions of the model from open hostility (Beckman 2009) to 

acceptance (Wellikson 2008) to preferring the model from the past when they had to 

make rounds at the hospital. 

In this study, the participants did not mention the debate as to whether or not 

the hospitalist profession is achieving its purpose. That debate seems to have subsided. 

However, after the model’s implementation over a decade ago in my study’s two 

hospitals, the tensions that exist among hospitalists and specialists and hospitalists and 

PCPs regarding patient care and also communication, and these tensions are impacting 

patient care. Within the medical community, the term “communication” is commonly 

referred to as continuity of care, and it was a concern when the hospitalist profession 

was implemented. The participants also perceived that they have to spend a lot of time 

introducing themselves to patient and patient families which goes against both 

hospitals’ Directors of the Hospitalist Program statements that every clinical physician 

should have informed their patients of the hospitalist service. In fact, both Directors 

gave me brochures that the clinicians should give to their patients. Perhaps more 
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research that investigated why PCPs are hesitant to divulge this information would 

shed light on the perplexing topic. 

Implications of Hospitalists’ Perceptions 

Patients 

 As stated earlier in this dissertation, all but one of the hospitalists I interviewed 

had been PCPs before becoming hospitalists. During interviews, participants discussed 

their personal experiences in their professions such as their educational background 

and medical school training. After sharing about their education and medical 

experiences, I asked them to describe the challenges they have faced as a hospitalists. 

Every participant shared that the biggest challenge was communicating with the 

patients and the patient families. As I pursued this communication challenge, the 

participants shared their perceptions of communication. Many participants shared 

about the importance of listening to their patients, yet when they talked about 

communication as an exchange between patients and physicians, yet their stories 

demonstrated that the exchange is really physicians talking to patients. Trachtenberg, 

Dugan, and Hall (2005) stated that the most significant predictor of a patient 

involvement in their medical care is trust in the medical profession. Results from my 

study also showed that there are challenges within the hospital setting among 

hospitalists, specialists and other medical personnel. These challenges also impact 

patients and patient care. 

 Results from my study also show that hospitalists’ perceptions of 

communicating with the patient are strongly influenced by their perceptions of the 



Texas Tech University, Debra Burleson, August 2012 

170 

patient’s family. In one interview, I asked Dr. Wilson, hospitalist at Hospital A, to 

describe how she introduced herself to patients, and because she mentally associated 

patient families so strongly with patients, she responded by telling me how she 

introduced herself to the patient’s family. Other participants answered questions about 

communicating with patients but spent more time talking about communicating with 

family members. This emphasis on the family could be due to the fact that families ask 

more questions and also may complain more to physicians than patients. Also, in cases 

when the patient is very sick, the hospitalist may rely on information from the family 

because the patient cannot answer any questions. 

 I also found in my analysis that each hospitalist’s approach to communicating 

with patients and family members varied. Although this is not surprising, it is also 

cause for concern as some hospitalists’ view of communication was simply to state the 

medical verbage rather than explain the illness or treatment options. What does this 

mean to hospitalized patients and those who will be patients in the future? Patients and 

family members need to become their own advocates. As advocates, they need to be 

organized, keep records of important information and medications, and ask questions. 

Medical professionals in this study frequently mentioned that they are aware that 

patients and family members complain to administrators, and they also try to prevent 

this from happening. Frequently, they mentioned spending more time with family 

members who are upset. One hospitalist mentioned encouraging family members to 

appoint a spokesperson who would be the person that the hospitalist communicated 

with instead of giving the same updates to multiple people. This hospitalist recognized 



Texas Tech University, Debra Burleson, August 2012 

171 

that the family members want information, and she made suggestions that supported 

their interests. Other physicians might not, and so the family needs to approach the 

patient’s hospitalization with intentional plans to advocate for the patient. 

Medical Community 

 Hospitalists in this study chose their profession because they prefer treating 

patients with acute medical needs. They often mentioned that PCPs treated the same 

symptoms over and over, and the hospitalists preferred the challenge of acute care. In 

both my interviews and group observations, hospitalists expressed frustration and 

challenges in transmitting information with two groups—PCPs and specialists. 

However, the hospitalists felt that PCPs often referred their own patients to the 

hospital instead of taking care of the patient’s needs themselves. When those patients 

were admitted, the workload increased and the hospitalists had to juggle critical 

patients with patients they felt should not have been admitted. Hospitalists also 

expressed challenges when communicating with specialists. Many of the hospitalists 

had difficulty getting in touch with specialists when they needed to consult with them. 

However, during group sessions when the participants were free to express themselves 

they openly shared hostile exchanges with specialists over decisions about who would 

be the admitting physician for the patient in the ER. Frequently, a patient was in the 

ER due to a previous hospitalization in which a specialist performed a procedure. 

When the visit to the ER was a direct result of the procedure and a hospitalist was 

assigned the patient’s case, hospitalists frequently shared a great deal of 

disappointment in the hospital system. The end result of these instances was that the 



Texas Tech University, Debra Burleson, August 2012 

172 

patient was treated by a physician who did not want to be the physician of record, the 

hospitalist would have to constantly consult with the specialist about the case, and the 

hospitalists had to write all of the documentation for the specialist and the hospitalist 

in the discharge summary. Hospitalists also expressed that they perceived that 

specialists were a level above them in the hospital hierarchy. 

 Leonard, Graham, and Bonacum (2004), in their study of patient safety at 

Kaiser Permanent, a non–profit American healthcare system that provides care for 8.3 

million patients, stated, “Hierarchy, or power distance, frequently inhibits people from 

speaking up. Effective leaders flatten the hierarchy, create familiarity and make it feel 

safe to speak up and participate” (p. i87). For the hospitalist profession, this is a 

powerful statement and one that should motivate them to look beyond their individual 

instances of gaining trust and improve the process. 

 What does this hierarchy mean for future doctors? Most of the participants in 

my study said that they became hospitalists because they prefer treating patients with 

acute care needs. Likewise, probably most specialists choose their specialty because 

they prefer treating that specialty. The source of most of the hierarchical tensions 

involves communication. This tension should be address very early in medical schools 

as well as in medical association meetings. It was very disturbing in my study to hear 

the participants talk about the lack of communication training they had in medical 

school. The only training mentioned was how to avoid litigation which does not 

address communication. Somehow many participants in my study understood the 

importance of communication. This knowledge was demonstrated through their 
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discussion of knowing that they did not want to communicate in the same way they 

had seen their instructors in medical school communicate with their patients. Medical 

schools need to be proactive in training medical students how to communicate with 

patients, patient families, and other medical personnel.  

 In analyzing interviews and observations about hospitalists’ perceptions of 

other medical professionals, issues of distrust surfaced as well as the inconsistency of 

the transmission of information with patients and with other medical personnel. This 

inconsistency depended entirely on the individual hospitalist. As participants shared 

their perceptions of transmitting information to other medical professionals, the degree 

to which they felt that were responsible for communicating information varied as did 

prioritizing patient care. For example, Dr. Marek stated that if he had a question to ask 

the patient’s PCP, he called the physician. Likewise, if he was discharging the patient 

and he felt that the PCP should have been given more information than he could write 

in the discharge summary, he called the PCP. No other participant mentioned calling a 

PCP as often as Dr. Marek. Participants also reported about observing fellow 

hospitalists’ interactions with elderly patients. Dr. Young shared that she had seen 

hospitalists continue to talk to the patient in the ER when they knew the patient had 

left hearing aids at home and could not hear. She also reported that she had seen 

hospitalists present medical information to the patient’s family using medical terms, 

and they did not attempt to try to explain the information in terms that the family 

could understand. What is compelling about this is that through EMRs and the various 

checklists that the hospital system uses, administrators and directors seem to have 
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lulled themselves into believing that checking boxes in an EMR produces a thorough 

documentation of patient care. 

 Another equally compelling result of this study was that while the hospital 

system’s communication culture depends on written communication, participants 

seemed to depend more on face–to–face communication. In other words, if patient 

information should be documented and this documentation should then alert others to 

perform tests, consult with other personnel, etc., then why do they depend on face–to–

face communication? Do they depend on it because they do not trust EMRs to transmit 

the information? Are they documenting critical events after they have these face–to–

face discussions? Hertzum (2010) in his study about the medication process in 

hospitals looked at the collaborative information seeking in a hospital setting. The 

author found that input is often performed by individuals or what he refers to as 

“subgroups of actors” and that “the collective outcome of the activities is to inform the 

group” (p. 647). Hertzum further stated that when healthcare professionals do not 

access the information, the result is typically a breakdown in collaborative 

information. While physicians in the hospital individually write reports in the form of 

H&Ps, progress notes, and discharge summaries, if other professionals do not access 

the information, there is potential for a breakdown in communication or, as I referred 

to in this study, an ineffective transmission of information. In this study, participants 

clearly demonstrated that they depend on face–to–face communication and yet the 

system is built on the exchange of written communication via EMRs. 
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Information Technology 

 Hospitalists often reported that the source of ineffective communication was a 

fellow hospitalist or other medical personnel. However, they also reported 

inadequacies in their respective IT systems. For example, Hospital A’s physicians 

have to log in to a separate system to access information from the patient’s PCP. Other 

participants expressed distrust of the EMR, yet they understand that they have to 

record the information and also read the information from past medical encounters.  

 Apker, Mallak, and Gibson (2007) explained, “In many ways, handoffs can be 

considered the ‘‘glue’’ that holds the health care continuum together as patients 

experience numerous caregivers in the process of hospital admission, treatment, and 

discharge” (p. 885). Also, there is a discrepancy among the perceptions of Hospital 

A’s Director of Medical Records and the Director of the Hospitalist Program as to 

when the discharge summaries are transferred to the outpatient provider. In addition to 

this discrepancy, the two individuals also see themselves in different roles. The 

Director of the Hospitalist Program reports that he is pursues the quickest process to 

get the outpatient provider, typically a PCP, their patient’s discharge summaries. Yet, 

the Director of Medical Records does not believe it is her responsibility to monitor 

how long it takes the hospitalist to electronically sign off on the summary so that she 

can transmit it. In fact, when asked if she monitors the length of time it takes for a 

hospitalist to sign the summary, she repeated the time it takes after it is signed, and 

ignored the question. 

 Although the information was sometimes subtle, there were clear indications 

that the documentation processes at both hospitals in this study are not meeting the 
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medical professionals’ needs nor are they meeting the patients’ needs. Ms. Ricki, A 

NPH at Hospital A, told an example of the challenges in EMRs during one of the 

morning group sessions. She stated that she had been to her PCP for her annual check-

up the previous week and that the PCP had only taken about ten minutes to meet with 

her. Because she is a NPH, she has access to her own medical records, and she decided 

to log in to her records and read the report. She told the group that she discovered that 

the PCP had checked multiple boxes and said that her condition was normal when he 

had not checked those areas of her body during her visit. For example, she said that he 

noted that her ears were normal when he had not checked her ears. After telling her 

story, other hospitalists discussed how easy it is with EMRs to check a box and not 

really examine the patient. Others told that they had heard of instances when boxes on 

the document had to be checked for the nurse or physician to proceed with the exam 

when the patient’s condition did not warrant any of the alternatives to be checked. 

When this happened, the nurse or physician had to select something in order to 

continue. They all discussed that when this happens, whatever is checked becomes 

permanent information on the patient’s record. Therefore, future medical decisions 

might be based on this misinformation that was a result of the infrastructure of the 

EMR.  

Technical Communication 

 Medical communication is rhetorical. Medical encounters typically require the 

patient to persuade the physician to treat whatever ailment has caused the patient to 

seek medical treatment. Whether the patient chooses to draw upon rhetorical elements 



Texas Tech University, Debra Burleson, August 2012 

177 

of ethos, logos, or pathos, the patient’s goal is to persuade the physician. Patients draw 

upon their own stories—their narratives—to share their illnesses (Sanders, 2009). 

Likewise, the physician also seeks to persuade the patient to accept and comply with 

the treatment plan the physician selects. Leonard, Graham, and Bonacum (2004) 

reported, “Communication failures are the leading cause of inadvertent patient harm” 

(i86). Bell, Walsh, and Katz (2000) in their overview of the historical tension between 

rhetoric and medicine stated, “The belief in the opposition between rhetoric and 

medicine has lasted until this day” (p. 250). The authors juxtaposed the acceptance of 

documentation and communication by health care providers as important with the 

generally ignored “centrality of rhetoric in medicine discourse” (p. 250). Although we 

understand the challenges and the importance of these rhetorical elements, they are 

complicated and also perplexing to both the patient and the physician when the 

physician is a hospitalist. This study offers insights into the rhetoric strategies 

employed by hospitalists as they negotiate communication within the hospital setting. 

What was somewhat surprising was that the hospitalist profession seems to be 

negotiating at a primer level and not at a level one might expect of a profession that 

has existed approximately fifteen years. 

 In addition to the historical tension between rhetoric and medicine, Hayhoe 

(2006) reminded technical communicators to guard against assumptions that other 

cultures might approach our documents and communication with the same approach as 

our Western culture. Although this case study’s participants were limited to two U.S. 

hospitals, I called upon research from countries such as the United Kingdom, 
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Singapore, and Australia to support findings and methods that were used my research. 

Understanding cultural differences is a difficult task, yet, undermining or ignoring 

these differences places our potential global reach in danger. 

Final Thoughts 

 This study began with a set of overarching questions, and it has conjured up 

more questions than answers in multiple areas. Questions that guided this research 

included: How has the hospitalist profession influenced communication with the 

hospital setting? What are hospitalists’ perceptions of communication challenges? 

Have hospitalists’ perceptions influenced communication? As patterns were observed 

in formal and informal interviews as well as group observations, participants noted 

three communication areas—patients and patient families, medical professionals, and 

their documentation practices. 

 As hospitalists shared their perceptions of communication challenges, what 

became apparent was that the medical community’s expectations of hospitalists is to, 

in essence, take a sick patient from the ER, navigate their care through diagnosing, 

consulting, or co–managing, and transfer them to an outpatient provider. Along this 

journey, they become multiple authors in documenting patient care. Dautermann 

(1993) researched negotiation strategies used in the Good Hope Writing Project and 

based her literature review on writing as a social act, referring to it as multiple 

authorship. She noted, “writing can be thought of as mediation among the perspectives 

of those who generate, regulate, and use the discourse produced” (p. 99). Although she 

was calling upon the field of technical communication to add to the relatively small 
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list of articles written on the topic, the term “multiple authorship” stood out as a very 

appropriate term for the written documents that physicians write. If one considers the 

beginning of the patient’s story as the medical records that the PCP writes, followed 

by H&Ps and progress notes that hospitalists write, which includes notes written by 

nurses and case managers, there is no question that a patient’s EMR is a social act 

which is created by multiple authors. In following processes and understanding 

broader implications to health care communication, research becomes more valuable 

both to the technical communication and health care fields. Medical rhetorician Ellen 

Barton (2004) reminded researchers in technical communication that the potential to 

generate meaningful ideas for change in the professional community depends on 

understanding what she refers to as “the complex categories” of the professions we are 

researching (p. 107). Blakeslee and Spilka (2004) in their article, “The State of 

Research in Technical Communication,” posed a question, “Where do we go to next?” 

(p. 74). They asked this question as part of their conversation about how technical 

communication researchers can improve the academic–practitioner relationship and 

provide meaning in their research. Our interdisciplinary field is at critical juncture 

where we must seek to be relevant. It is this relevancy that has provided the energy for 

my research now and will propel me as I engage in future studies. It is my hope that 

my study’s results will enlighten both academic and practitioners. 

 The results of this study show that as information is passed from physician to 

physician, the physicians sometimes do not read each other’s documentation. Whether 

they cite reasons such as lack of time, distrust in document, or distrust in the IT 
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processes, this finding calls for research to address a potential roadblock to continuity 

of care. In addition to challenges in continuity of care, participants shared in the group 

sessions and interviews that tensions exist among specialists and hospitalists and PCPs 

and hospitalists. They also shared conflicting goals among these groups as they cared 

for patients; sometimes these conflicting goals led to distrust. 

 Although the medical world and, in particular, hospitalists depend on protocols 

that guide communication and medical care and depend on a team concept, hospitalists 

are fragmented from the rest of the medical community. In interviewing and observing 

them, yes, there are systems in place that ideally keep this from happening, but it does 

not prevent the fragmentation. The defining feature of successful communication 

depends on the individual hospitalist. Is she willing to extend herself beyond the 

hospital's expectations to see that information is communicated (whether it's test 

results, consulting with a specialist, etc.)? 

 This study also calls for future studies—gender studies exploring differences in 

hospitalists’ perceptions and gender studies exploring hospitalists’ differences in 

perceptions of medical personnel and patient interactions. In addition to the potential 

of significant gender studies is the need for research into IT processes, both to increase 

the discharge summary in a more timely fashion and to improve documentation 

practices. 

 While conducting this study, participants often asked, “Do you have any 

suggestions for us?”, “When will you share your findings with us?” The participants in 

this study were medical professionals, mostly physicians, who understand their world 
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of medicine but do not understand how to negotiate challenges such as documentation 

practices or rhetorical strategies to improve relationships with patients and other 

professionals. Medical schools need to incorporate communication training in their 

curriculum beyond what one participant described as information to avoid litigation. 

Medical personnel and hospitalists, specifically, are calling for technical 

communicators, and, specifically, medical rhetoricians, to research these medical 

encounters and assist them in bridging the obstacles that they are facing as they 

communicate patient information communication within the ever–changing hospital 

setting.  

 This study also shapes future studies because it begins to establish research in 

an area that has not been explored—hospitalists’ perceptions of communication and 

how they navigate communication challenges. In this case study consistencies were 

found in the two hospitals regarding challenges the hospitalists face as they treat 

patients, interact with patient families, and communicate with other medical personnel. 

An important future study should explore communication handoffs. Recognizing that 

there has been valuable research in the area of medical IT processes, this future study 

should focus on the use of written communication. For example, in my study, many of 

the participants seemed to ignore written communication in favor of face-to-face 

communication. Although face-to-face communication is important, it is often not 

documented. Because handoffs of communication are based on written documentation, 

these face-to-face communication events that so many referred may result in gaps of 

information in the patient’s medical records. What do some physicians prefer face-to-
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face communication rather than reading the EMRs? Based on observations and 

interviews, it seems that some physicians do not want to take the time to read the 

EMRs. Sometimes the information that is documented is unclear and there is 

important missing information. One hospitalist mentioned that he had to contact an 

orthopedic surgeon because there were any instructions about when the patient needed 

to visit the surgeon in his office for a checkup or any medications that the patient 

might need. Some hospitalists indicated that they prefer face-to-face communication. 

Some hospitalists shared that they prefer to talk to the primary care physician over the 

phone rather than faxing information or reading the patient’s EMR for any medical 

history. Clearly, whether the physicians prefer face-to-face communication or elect to 

use it because it is more convenient, continuity of care depends on written documents 

that can be read by any physician in the hospital’s network. If critical pieces of 

information are not in the records, the hospitalist working at night or on weekends will 

not have the luxury of talking to another physician face to face.    

 As I reflected over the interviews with hospitalists and observations of their 

group sessions, along with my analysis and results of this study, I revisited what many 

in the medical field have discussed for years—is the hospitalist model effective and 

does the model decrease hospital costs? And it is in this reflection that my two 

hospitals differ in their results. One hospital has sought to modify the framework of 

hours on and hours off for their hospital to maximize patient care. The other hospital 

states that they have also set up their hospitalists’ schedule in order to maximize 

efficiency in patient care. However, this hospital has not changed or modified its 
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schedule and has the same Director now that it did when the hospitalist model was 

implemented. Although my study was not a comparative study nor did I analyze the 

structure of the model in each hospital, clear indications from comments, particularly 

about challenges in dealing with patients and patient families provided insights into 

effective and ineffective models in these two hospitals. These insights are so apparent 

that if a former inpatient casually mentions one of the two hospitals to me and 

describes how many hospitalists treated the inpatient and the problems as a result of 

being treated by three or more hospitalists, I know which hospital the inpatient was 

hospitalized. Does this mean that when patients are treated by more than three 

hospitalists that their care is not optimum? Possibly no, but it does mean that the 

importance of the handoffs of information are magnified. 

 This study should also signal patients to be advocates for their own health. 

Patients and patient families should have a list of medications, be aware of 

medications that patients are allergic to, and know their medical histories. This 

advocacy needs to continue during and after hospitalization. 
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APPENDIX A 

EXAMPLES OF HOSPITAL A AND HOSPITAL B HOSPITALIST BROCHURES 

 

 

 
Hospital A Brochures (front side) 
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Hospital A Brochure (back side) 
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Hospital B (front side) 
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APPENDIX B 

IRBS FROM TEXAS TECH 
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APPENDIX C 

INTERVIEW QUESTIONS 

 

Script of Face–to–Face Interview Questions with the Hospitalists concerning 

communication practices: 

 

1. Were you specifically trained to be a hospitalist in medical school or did you 

make that choice after graduation? 

 

[If they were trained in medical school…then ask the following question] 

 2 a. What training prepared you to communicate with the patient? 

  

[If they were not trained in medical school…then ask the following question] 

 2 b. What factors made you decide on this profession? 

  

3. How do you define effective doctor/patient communication? 

4. Do you feel that hospitalists need to be better communicators with patients 

than a patient’s primary care physician?  

5. Every field has expectations that were not apparent when first explored. Was 

there an interesting part of this profession that you were not aware of—either 

negative or positive? Please elaborate. 

6. Please compare the care you give your patients as a hospitalist to the care you 

would give them in the hospital as their primary care physician. 

7. From your perspective, what are the benefits of being a hospital physician as 

opposed to a primary care physician? What are the negatives? Please elaborate. 

8. If you could equip yourself or train someone else before entering this 

profession, what areas regarding physician/patient/family relationship would 

you include in the training? 

9. Do you communicate with friends in other hospitals and other locations who 

are in this profession? Please elaborate. 

10. In reading research about your profession, many articles cite that patients have 

a shorter hospital stay under the care of a hospitalist. Have you found this to be 

consistent with patients under your care? 

 

[If yes, answer #11, if not, move on to #12] 

11. If so, what factors do you think contribute to this? 

 

12. Do you have concerns about your profession?  

13. Do your patients ever contact you after they are discharged? 

14. Who pays for your malpractice insurance, benefits, etc.? 
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Script of Face–to–Face Interview Questions with the Hospitalists concerning 

documentation practices: 

 

1. What is the process you follow when updating the patient’s information? In 

other words, do you chart information throughout the day or do you make 

notes throughout the day and chart the information at the end of your shift?  

 

2. What previous experiences have you had as a physician before becoming a 

hospitalist? [if the hospitalist has been a primary care physician, then I will ask 

the following] 

 

3. What challenges do you face when recording patient information? 

 

4. Do you find that you record patient information differently than you would if 

you were the patient’s primary care physician? In other words, if you were 

continuing care after discharge, would you choose the same words and/or 

including the same information? 

 

5. The remaining questions will flow from the information that the hospitalists 

provides. 

 

 

Script of Face–to–Face Interview with the Hospital Administrator: 

1. How many hospitalists does your hospital employ? 

2. Do all of the hospitalists have the same duties? If they vary, please explain. 

3. Have you worked with hospitalists at any other hospitals? If so, do you find 

different hospitals have different expectations of hospitalists? 

4. Were you a hospital administrator when this hospital began using hospitalists? 

5. Tell me about your perception of the new profession and how you see it has 

impacted the hospital. Please elaborate. 

 

 

Script of Face–To–Face Interview about communication practices with Medical 

Personnel who work with Hospitalists: 

 1 a. What training prepared you to communicate with the patient? 

  

[If they were not trained in medical school…then ask the following question] 

 1 b. What factors made you decide on this profession? 

  

2. How do you define effective doctor/patient communication? 

3. Do you feel that hospitalists need special communication training in order to 

treat patients and visit with family members?  



Texas Tech University, Debra Burleson, August 2012 

208 

4. Every field has expectations that were not apparent when first explored. Was 

there an interesting part of this profession that you were not aware of—either 

negative or positive? Please elaborate. 

5. From your perspective, what are the benefits of being a hospital physician as 

opposed to a primary care physician? What are the negatives? Please elaborate. 

6. If you could equip yourself or train someone else before entering this 

profession, what areas regarding physician/patient/family relationship would 

you include in the training? 

7. Do you communicate with friends in other hospitals and other locations who 

are in this profession? Please elaborate. 

8. In reading research about the hospitalist profession, many articles cite that 

patients have a shorter hospital stay under the care of a hospitalist. Have you 

found this to be consistent with patients at your hospital? 

 

[If yes, answer #8, if not, move on to #10] 

9. If so, what factors do you think contribute to this? 

 

10. Do you have concerns about the hospitalist profession?  

 

 

 

Script of Face–to–Face Interview Questions with Medical Personnel who work 

with the Hospitalists (nurses, nurse managers, lab technicians, etc): 

1. Do you record information on a patient’s chart? If so, continue with questions. 

 

2. What is the process you follow when updating the patient’s information? In 

other words, do you record information throughout the day, make notes 

throughout the day and summary at the end of your shift?  

 

3. What previous experiences have you had working in a hospital? [If the 

professional works directly with a hospitalist, how long have they worked with 

hospitalists?] 

 

4. What challenges do you face when recording patient information? 

 

5. Do you find that you record patient information differently than you would you 

were continuing care after hospitalization? In other words, if you were 

continuing care after discharge, would you choose the same words and/or 

including the same information? 

 

6. The remaining questions will flow from the information that the hospitalists 

provides as well as information audibly shared through the “think out loud” 

protocol process. 
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Technical Support Personnel  

1. What technology does your hospital use to collect patient information? Is this 

technology the same or different for nurses/hospitalist/specialists who input 

patient information? 

2. What factors assisted your department in choosing these technologies? 

3. Could you describe the process as information is collected and then inputted into 

the patient’s chart? 

4. Could you give the timeline of that information? 

5. If patient information is transcribed, when is it the transcription placed in the 

que? 

6. How long did it take to be transcribed? 

7. When is the dictated information sent to the physician? 

8. When is it read? 

9. When is it signed (electronically or otherwise)? 

10. When is it sent to the primary care physician local clinical physician network)? 

11. When does the primary care physician read the discharge summary? 

12. If finding a delay, why is there such a delay? 

13. What are your goals for the future regarding communication technology? 
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APPENDIX D 

EXAMPLE OF AN H&P 
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APPENDIX E 

 EXAMPLE OF AN ER PHYSICIAN RECORD FORM 
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GLOSSARY 

 

CM case manager 

 

CEO Chief Executive Officer 

 

CIO Chief Information Officer 

 

CMO Chief Medical Officer 

 

CNO Chief Nursing Officer 

 

COO Chief Operations Officer 

 

ER emergency room 

 

EMR  electronic medical records 

 

GI  gastrointestinal 

 

H&P history and physical 

 

MS multiple sclerosis 

 

NPH  nurse practitioner hospitalist 

 

PCP  primary care physician 


