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Case:  Mr. S is a 56-year-old man with a history of diabetes type 

2, hypertension, morbid obesity, end-stage renal disease on 

hemodialysis, and peripheral vascular disease status-post multiple 

vascular operations over the preceding two years that have left him 

largely bedbound. He is admitted to your hospital for the second 

time in two months with a recurrence of a soft tissue infection in 

his left above-the-knee amputation (AKA) and is receiving 

intravenous antibiotics. You just started on clinical service and 

knock on his hospital room door, enter, and introduce yourself as 

the physician caring for him this week. He replies “Who are you? 

Where is Doctor Jones from last week? I am tired of all these 

changes; I cannot keep up. Leave me alone, I am not in the mood to 

do this all over again.” 
 

Discussion: What is it like to be a hospitalized patient?  

Hospitalized patients have experienced a significant change to their 

preadmission routines which can adversely affect their quality of 

life. For example, patients who are accustomed to living alone often 

acquire a roommate, shared bathrooms, and frequent interruptions 

during the day (and night) for medications, vitals checks, and 

painful procedures (e.g., early morning blood draws). Patients who 

are accustomed to having easy access to their favorite foods and 

freedom to make their own meals experience limited access to their 

preferred diet and at times, no food at all (when NPO). Living in an 

unfamiliar environment with reduced privacy while wearing a 

semi-revealing hospital gown and attempting to participate in one’s 

care around the hospital’s schedule is a daunting task, especially for 

patients who are shy, introverted, and/or struggling with dementia. 

Certainly, life for a patient in the hospital is not easy and can even 

feel scary.  
 

How do patients manage?  

In navigating these challenges, patients often put their trust in their 

clinical team. As clinicians, it is our privilege and duty to be 

present for each patient as they move through hospitalization and 

maintain continuity of care as much as possible given its positive 

effect on patient outcomes,1 including mortality.2 Unfortunately, 

due to the rigors of caring for acutely ill patients, a need to expose 

learners to a variety of disease types and patient cases, and other 

considerations, maintaining continuity of care is a major challenge. 

As a result, a myriad of face-to-face encounters occur between 

patients and hospital-based teams including the primary team (often 

including several levels of learners as well as the attending), 

specialty consult services, and nursing staff who may change two to 

three times each day, just to name a few. 
 

According to one study, medical inpatients saw an average of 17.8 

healthcare professionals, and surgical inpatients saw an average of 

26.6 healthcare professionals during an average hospitalization.3  

 

 

 

 

 
Anecdotally, patients and families have shared that sometimes the 

most continuity felt was with members of spiritual care, volunteers, 

safety sitters, and/or members of environmental services. So many 

changing faces (partially hidden by surgical masks due to COVID 

precautions) adds up to a cycle of relationship formation and 

disruption that contributes to a patient’s sense of uncertainty. 

Furthermore, this lack of continuity can lead to patient 

dissatisfaction with their care and distrust of the medical team 

and/or healthcare in general. Such adverse effects may be more 

pronounced amongst black, indigenous, and persons of color 

(BIPOC) who historically have had higher level baseline levels of 

distrust compared to white patients.4 
 

What has been done to address transitions of care?  

The Centers for Medicare and Medicaid Services (CMS) describe a 

transition of care as “the movement of a patient from one setting of 

care (hospital, ambulatory primary care practice, ambulatory 

specialty care practice, long-term care, home health, rehabilitation 

facility) to another.”5 CMS, the Agency for Health Care Research 

and Quality (AHRQ), and the American Case Management 

Association (ACMA) have provided guidelines,6 tools, and 

additional support for initiatives to address issues related to 

transitions of care between settings (e.g. discharge processes, 

handoffs, and avoiding readmissions),7 however, there has been 

less focus on transitions within care settings. For example, efforts 

to improve communication have largely focused on clinician 

communication between settings, and while important, do not 

address the need for patients to understand their current and future 

care plan, including who will be caring for them while hospitalized. 

It comes as no surprise then that hospitalized patients’ knowledge 

of their own care plan has been shown to be deficient.8 
 

What can we do to improve transitions of care during a 

hospitalization?  

In addition to counseling a hospitalized patient and surrogate 

decision maker(s) on his/her/their medical plan of care and 

providing a face card with names and pictures of the care team, 

each clinician should purposely and directly recognize the existing 

patient-clinician relationship, particularly prior to transitioning care 

responsibilities to a new clinician. Taking a few moments to honor 

the relationship that has been built prior to the upcoming disruption 

(e.g., rotating off-service, weekend coverage, vacation) is an 

important way to improve the inpatient experience.  It is reasonable 

to expect that over time this gesture could enhance patient 

engagement, trust in the healthcare system, and reduce both patient 

and provider burnout given the goodwill and satisfaction that often 

develops as a result. 
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(Discussion Continued) 
 
 

Table: Recommendation - Honoring the Patient-Clinician Relationship in 3 Steps 
 

 Key Elements to 

Include 

Example Statement 

Step 1:  

Recognize that a 

relationship has 

been built  

Relationship length, 

and who it includes 

(patient, surrogate, 

family, friends, 

and/or visitors, etc.)  

“Wow, Ms. B. Can 

you believe that 

we’ve known each 

other for almost two 

weeks now?”  

Step 2:  

Show gratitude for 

the relationship 

1. What you learned, 

enjoyed, 

appreciated, 

challenged you, etc. 

about caring for the 

patient and 

his/her/their loved 

ones (be as specific 

and personal as 

possible). 

“Ms. B, I’ve really 

appreciated caring for 

you and learning 

what’s important to 

you, especially your 

love of animals and 

all the places that 

you’ve travelled.”  

 

Step 3:  

Describe next steps 

for the relationship  

2. Why and when the 

transition will occur, 

and who will 

continue the 

relationship. 

3.  

4. Assure the patient 

that key aspects of 

care will be shared 

with the new 

clinician.  

“Ms. B, tomorrow I’ll 

be working in a 

different part of the 

hospital and, 

unfortunately, will no 

longer be your 

(doctor, nurse, etc.). 

However, Dr. A will 

be here tomorrow and 

for the next two 

weeks, and she’s 

fantastic. I will be 

sure to update her on 

all the important 

things that we have 

done so far, your 

concerns, and the 

plan going forward.” 
 

Return to Case: Since your first day with Mr. S, you have been 

spending increasing amounts of time with him each day. Through 

listening to his concerns about uncontrolled pain, diarrhea, and 

inability to sleep, and successfully addressing each one, he has 

opened up to you regarding his fear of death and crippling 

loneliness. On the last day of clinical service, you sit with him and 

share how you have enjoyed caring for him over the last two weeks, 

acknowledging the strength that it took for him to be vulnerable and 

share his personal concerns. You assure him that the next clinician, 

Dr. A, will be taking over his care tomorrow, will continue the 

current care plan that you both developed, and take great care of 

him. The following day, Dr. A enters Mr. S’s room and is met with a 

smile and handshake, “Good Morning, Dr. A. I was expecting you!” 
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Conclusion: A patient’s experience in the hospital is full of 

uncertainty due to several factors including the seemingly ever-

changing cascade of clinicians. Patients often place their trust in  

the patient-clinician relationship to navigate these waters. As 

clinicians, it is our privilege and duty to manage this relationship 

well and ensure continuity of care whenever possible. The small, 

yet powerful gesture of “saying goodbye” to a patient, provides 

patients and clinicians a space to pause, reflect and feel mutual 

appreciation for each other, during an otherwise stressful inpatient 

experience. These moments are often quite meaningful for patients 

as well as clinicians and can lead to a greater sense of personal and 

professional satisfaction. 
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