Hospitalists: The Next Big Thing?
By Maureen Glabman
Specializing in inpatient primary and acute care, hospitalists shake up traditional physician care 

She arrives early at Covenant HealthCare, a 650-bed stand-alone community facility in Saginaw, Mich., and settles in for the physically and mentally demanding 12-hour shift ahead.

Iris Mangulabnan, M.D., or "Dr. Iris" as she is known to patients who have trouble saying her name, receives a sign-out from the hospitalist on her team who is completing the night shift, collects a computer list of all patients assigned to the hospitalist service and is on her way.

This day in March, she will examine 17 severely ill patients with conditions ranging from pneumonia and chest pain to stroke and renal failure. Some will be seen once, some twice and one, a teenage transplant patient, three times because he is belligerent and suicidal. Rarely do patients reject her in favor of their own primary care doctors, she says. They are willing to trade a familiar physician for a more available one.

Mangulabnan is one of about 12,000 U.S. hospitalists whose ranks are growing so fast they cannot be counted accurately. Only 10 years ago, there were fewer than 100 such medical professionals. By 2015, 30,000 hospitalists are expected to assume the care of inpatients in this country, projects Laurence Wellikson, M.D., executive director, Society of Hospital Medicine (SHM), Philadelphia, a national hospitalist trade group.

Hospital medicine is rapidly becoming the dominant model for inpatient care at both academic and community hospitals. About half of all U.S. hospitals with more than 200 beds already have a hospitalist program. "Eventually, virtually every hospital in the country will have hospitalists," Wellikson says.

The use of hospitalists varies, from 5 percent at one Miami hospital to 100 percent of non-ICU patients at a Phoenix hospital. In some markets, such as Boston, most medical groups turn the majority of their admitted patients over to hospitalists, according to a 2005 report by the Washington, D.C., research group the Center for Studying Health System Change. Hospitalists are often internists by training who treat inpatients from admission through discharge, replacing primary care doctors as their physicians of record. They provide intense workups, conduct repeat daily visits--only one of which is compensated--and coordinate patient care by all staff, from nurses to specialists.

In a single day, Dr. Iris will arrange care with more than a dozen specialists and order as many tests, ever conscious of length of stay. "I push people to do things for me," she says. For her sickest patient, a 65-year-old man in the ICU with fever, infection, gastrointestinal bleeding and cirrhosis, she requests four diagnostic procedures and speaks to three specialists--an orthopedist, a gastroenterologist and an infectious disease physician.

Hospitalists relieve gridlock in overcrowded emergency departments by steering patients to the next appropriate level of care, and, when necessary, by admitting uninsured and otherwise unassigned patients arriving without primary doctors. They also relieve some residents' patient load, whose long hours have been reduced under new training rules. Their familiarity with hospitals and staffs allow them to identify bottlenecks and move patients in and out of institutions more efficiently.

Dr. Iris recently carved half a day off a patient's stay by speaking with an interventional cardiologist on the ward about a procedure the patient needed. "It's easier to motivate doctors when you see them face to face, rather than leaving a note in a chart, waiting for a secretary to type it into a computer, and then waiting for a specialist to schedule it," she says.

Hospitalists' ascent can be traced to a myriad of changes within health care. One major factor is the perception of many physicians that obligatory ED call is an invitation to a medical malpractice lawsuit. In response, increasing numbers of physicians are reducing or withdrawing their hospital privileges, leaving institutions in the lurch. ED call and hospital committee meetings also cut deeply into physicians' personal time. For these physicians, the spectacular growth of outpatient surgery centers along with technological advancements that make same-day surgeries possible, the advent of specialty hospitals and expanded office-based clinical capabilities, have diminished community hospitals' role as the "locus of focus."

Their exodus signals a warning to hospitals, says Richard Vernick, M.D., managing director of Navigant Consulting's Tampa, Fla., office. "With the growth of hospitalists, hospitals risk becoming estranged from key referral sources. Doctors who give up or reduce privileges will likely have less participation in hospital activities, such as fund raising and committees. All of this could make community doctors more interested in out-of-hospital diagnostic testing centers and stand-alone surgery centers."

At the core of the hospitalist movement, though, is consistent financial evidence derived from multiple studies confirming that hospitalists save institutions money. For instance, the 500-bed Baptist Hospital of Pensacola, Fla., started a hospitalist program in 2001. Baptist spent $800,000 in its first year, but saved $1.76 million by shaving nearly two days off the average length of stay, reducing costs per case by more than 30 percent and paring down its 30-day readmission rate from complications by 40 percent over what they were when community physicians were responsible for all patients. At the same time, patient and referring physician satisfaction rates were each 99 percent, according to Craig Miller, M.D., Baptist's chief medical officer.

"The hospitalist program played a major role in our receiving the 2003 national Malcolm Baldrige award for quality improvement," Miller says. "It improves outcomes because you incentivize hospitalists to use best practice guidelines." Five hospitalists now admit about 3,000 of Baptist's 16,000 annual admissions, easing patient flow. Most studies demonstrate a 17 percent reduction in length of stay using hospitalists, saving about 13 percent, or $800, per case. Several studies also point to decreased patient mortality and morbidity under hospitalists.

However, concerns remain about whether these relatively new positions unnecessarily fragment patient care in the name of efficiency. As a specialty barely a decade old and not yet recognized by the American Board of Medical Specialties, inconsistencies among practitioners and programs have yet to be fully addressed.

Benefits of Hospitalists
What appears irrefutable, is that since hospitalists are based in the institution, they provide faster treatment and can act on tests sooner than primary care physicians who come in once a day before or after seeing patients in their offices.

"If I know I want a transesophageal echocardiogram, I can make patients NPO [nothing by mouth] faster," says Cleveland academic hospitalist Michael Beck. "I can call the person who schedules [this test] and get it done earlier. I know the staff and they know me, so they are more responsive."

Hospitalists claim they have considerable experience dealing with higher acuity patients to whom community doctors have infrequent exposure. "Instead of seeing two or three pneumonias per year, we might see 30, and we're going to be better at managing those cases," says Mitchell Wilson, lead hospitalist at the University of North Carolina at Chapel Hill and director of First Health of the Carolinas' hospitalist program. "Well-trained doctors can be good at inpatient and office medicine, but it's harder to be good at both and also a little impractical."

Long term, hospitalists may aid institutions in carrying out hospital policy. "The very advent of hospitalists allows a small group of physicians to reduce the variability of everything that goes on in a hospital, such as rounds, pharmacy, [nursing] orders, which specialists to call and outpatient referrals. Everything becomes easier because you are not dealing with 200 to 300 primary care physicians [who] may come to the hospital for one patient each day," explains Adam Singer, M.D., founder and CEO of IPC-The Hospitalist Company, North Hollywood, Calif., which employs 400 hospitalists in 12 states (see "Hospitalist Models,").

Community doctors are often at odds with hospitals over what they perceive as "Big Brother" telling them how to manage cases. "In the old paradigm, there is a lot of 'us' versus 'them' in terms of hospitals and doctors," IPC's Singer says. "Doctors don't think administrators get it--that they care only about the bottom line. Administrators do not think doctors understand financial pressures. When you incentivize hospitalists on quality, service and [patient] satisfaction, a new relationship forms between hospitalists and administrators. Their goals are aligned." Additionally, at a time when some primary care physicians are reducing their hospital privileges, hospitalists are stepping up and serving on hospital committees.

And finally, having doctors available 24/7 promotes efficiency and can have a significantly positive impact on patient safety and quality of care. Hospitalists sometimes substitute in ICUs when hospitals cannot hire intensivists. They also resolve the ongoing struggle to find on-call physicians to care for ED patients by serving in clinical decision units, where patients can be managed while they wait for specialists to arrive in the morning.

Hospitalist Naysayers
Though hospitalists have made enormous strides, they have their detractors. "The literature says care is more efficient, but the daily costs are higher," says Mary Frank, M.D., president of the American Academy of Family Physicians (AAFP). "The jury is still out if hospitalists save money and provide better outcomes." A study of 1,700 inpatients at four University of Iowa hospitals published last August in the American Journal of Managed Care found that patients managed by hospitalists had shorter lengths of stay and lower overall case costs than patients managed by nonhospitalists, but had higher costs per day, suggesting hospitalists increase the intensity of care.

Some complain many hospitalists are too recently out of training, or so new to treating patients with complex diagnoses and/or multiple conditions that they may request many more specialist consults than may be necessary. The average hospitalist has been practicing hospital medicine only four years, reports SHM.

"There can be an overuse of consultants, especially in hospitalist programs where hospitalists are paid on productivity," says Ronald Greeno, M.D., co-founder and chief medical officer of Cogent Healthcare Inc., Irvine, Calif., a national firm employing 200 hospitalists in 14 states. "It's a way to care for large numbers of patients by calling in a lot of consults."

To ward against such problems, Greeno says Cogent provides hospitalist training as well as training in the Cogent system. "We also do ongoing training, including having experienced hospitalist mentors come into a program at least four times a year. [These mentors] spend several days at a time with a less experienced team to help them improve performance. They can tailor the training for individual physicians depending on their feedback from program surveys, so it is highly effective."

IPC has also developed its own hospitalist training program. "All IPC physicians undergo a weeklong intensive training/orientation before the doctor begins clinical work," Singer explains. "This is followed by 13 modules of material that take about 12 weeks to complete. These modules include topics such as Managed Care 101, billing and coding, clinical case studies, best practice and documentation training. All IPC doctors then attend a three-day intensive leadership retreat, where we bring together doctors from all over the country. At this retreat, we focus on the business of medicine. We couple all of this with monthly studies taken from our own doctors' clinical performance data through the use of IPC-Link, our own proprietary IT solution. These studies are presented at our weekly practice meetings. In other words, we never stop training."

Some hospitalists who are paid bonuses on productivity may carry patient loads of more than 40 patients daily, when insiders believe it is only "safe" to handle fewer than 20. "There is tremendous variation in hospitalist programs, as you might expect in the early years of an emerging specialty," Greeno adds.

Another contention is that patients' own knowledge of their medications and dosages is often sketchy, leading hospitalists to sometimes administer wrong dosages. Also, patients may not be open about their medical histories with a hospitalist, so if the primary physician isn't immediately available to give a patient's history, hospitalists could end up ordering unnecessary or repeat tests, such as EKGs and blood work, just to diagnose what the primary doctor already knows. "There is a high potential for this happening on the patient's first day in the hospital. You have to just keep calling until you get the primary care physician on the line. It's time- consuming," Greeno says.

This lack of communication between hospitalists and community doctors is by far the most profound complaint about the former. For example, patients who have their medications changed in the hospital don't understand why, or they arrive at their primary care physician's offices for follow-up visits when their doctor was not even aware they had been hospitalized. And, patients who leave the hospital to enter a rehabilitation facility or nursing home, enter a "black hole" of transitional care, says Singer. The potential for life-threatening medical errors here is documented in article after article in medical literature. One of eight discharged patients treated by a hospitalist report new or worsening symptoms within two to three days after going home, according to IPC research.

In a well-functioning hospitalist program, say Greeno and Singer, good communication with primary care doctors is tied to hospitalists' bonuses. Hospitalists fax notes to doctors on admission and discharge, and in the best case scenario, primary care doctors call hospitalists back about patients' clinical and social histories. Admittedly, this is a difficult issue to resolve because both community doctors and hospitalists are busy.

"It seems prudent to encourage hospitalists and primary care physicians to contact each other by telephone on admission and again at discharge and also to encourage primary care physicians to maintain contact with their hospitalized patients with a 'social' visit or telephone call, for example," wrote San Francisco internist Robert Wachter, M.D., one of the founders of the hospitalist movement, in Hospital Practice, February 1999. Many pro-hospitalist professionals say it is imperative to hire a support person to make sure communication takes place, and that every discharged patient has a follow-up appointment scheduled with a primary care physician.

Both IPC and Cogent, which started in the mid-1990s, have staked their reputations on improving communication. "Within 48 hours of discharge, patients are called at home to review the discharge plan. Did the oxygen arrive? Did the home health provider show up? Did you pick up your prescription? Eighteen percent of the time we have to do some follow-up because something was not done," Greeno says.

Despite their best efforts, some hospitalist programs fail for lack of infrastructure--no support staff, poor financial management for billing and collection, and poor quality that causes hospitalists to lose the medical staff's confidence, Greeno says.

How It Started
The genesis of hospitalists can be traced back two decades, though the name was not coined until 1996 by Wachter and Lee Goldman, M.D. The movement began when large multispecialty medical groups, such as the Park Nicollete Clinics in Minnesota and Kaiser Permanente, based in California, designated some of their members to handle inpatients for efficiency.

In 1997, doctors meeting in San Francisco to collect continuing medical education credits in hospital care noted there were more doctors than they realized whose main offices were the hospitals they served. They started compiling names. Out of the lists grew the National Association of Inpatient Physicians, which later became the Society of Hospital Medicine.

Soon after, the University of California at San Francisco launched a training program for residents interested in hospital-based careers. Today there are eight hospitalist fellowship programs, two of which focus on children's hospitalists.

Early on, managed care insurers became hospitalists' biggest cheerleaders. A few, such as Blue Cross of Kansas City, started mandating that contracted community doctors turn over acute cases to hospitalists. "They [insurers] said, 'We aren't going to pay you to see your hospital patients,'" says AAFP's Frank.

However, in an Aug. 10, 1999, letter, the nation's largest medical specialty society, the American College of Physicians, Philadelphia, called on United HealthCare-New England to terminate the launch of a mandatory hospitalist program:

"When patients start to realize that United HealthCare will prevent them from receiving care from their regular physician when they require admission to the hospital, you will see a backlash. What you are doing in this instance is to attempt to restructure health care to meet your corporate needs," wrote Alan Nelson, M.D., an ACP associate executive vice president in his letter to United's chief medical officer.

As a result of the fallout, states such as Florida, Texas, Missouri and Kentucky outlawed mandatory use of hospitalists in 2000 and 2001. Today, most insurance plans, as well as the Society of Hospital Medicine, support voluntary, rather than mandatory, hospitalist use.

Nonetheless, primary care doctors, once concerned about continuity of care and erosion of their hospital skills, now drive hospitals to begin hospitalist programs because they can earn more by staying in their offices, although some will never give up hospital rounds or concede that hospitalist care is better than their own, according to articles published in The Journal of General Internal Medicine.

Michigan's Covenant Health Care has come a long way from just five years ago when community doctors' rancor against the administration's proposal to introduce hospitalists rose to such a pitch that local newspapers published several stories about it.

"We responded to those articles with data from other institutions. That did not generate acceptance, so we put the program on the back burner," says Spencer Maidlow, Covenant's president and CEO. In 2003, administrators tried again, first gaining the support of family practitioners. "They sold it to their colleagues," Maidlow says. Covenant recruited Stacy Goldsholl, M.D., as hospitalist program medical director. Goldsholl had started programs for institutions in Pennsylvania and North Carolina, and she knew Covenant would not be easy.

"Her one-on-one visits to family practitioners and internists, her assurance, personal charm and intelligence were key to selling the program to referring physicians," Maidlow says.

Goldsholl built a team of 10 hospitalists that continues to grow. Initially, only two community doctors agreed to turn over their inpatients. "The medical staff felt their turf had been encroached upon," she says. Today, 40 community doctors, or about 25 percent of Covenant's primary care doctors, release their patients to the hospitalists.

"We needed to develop credibility as a group. Once community doctors saw the quality of our service plus the lifestyle benefits for themselves, we had exponential growth," Goldsholl says. She next branched out to smaller, rural hospitals without the breadth of services Covenant offers to ease physicians' patient referrals to Covenant.

In its first year, Covenant's hospitalist program saved $1.2 million per doctor on length of stay alone, exclusive of salaries, according to hospital data. They improved patient mortality by 17 percent and reduced readmission rates 25 percent as measured against community physicians. Net patient revenue minus total costs per patient was $707, compared with minus $80 when general internists cared for most inpatients. Length of stay is 1.5 days shorter than it was the year before. And, since hospitalists joined the staff two years ago, the number of lives saved after a Code Blue call has nearly doubled.

Goldsholl keeps patient loads to around 15. "Patient loads reflect on length of stay and translate into dollars saved. We will publish [those] data in the next year," she says. And now, since Covenant's hospitalists have received critical care support certification, they serve as intensivist extenders and co-manage various surgical cases. Hospitalist doctors serve on seven hospital committees, including ethics, infection control and critical care, and the team picks up 85 percent of unassigned patients admitted through the emergency department.

The Future
One factor that may limit the future growth of hospitalists is the number of trained doctors. "The hospitalist movement has gained so much momentum, that demand is high. There's just not enough of them," Cogent's Greeno says. Signing bonuses of $5,000 to $30,000 and relocation costs of $5,000 to $10,000 are not unusual, he adds. St. Louis physician recruiter Cejka Search rates finding hospitalists as "moderately difficult," but not as difficult as recruiting subspecialists, such as pediatric or orthopedic surgeons. That could change. "The increase in the number of programs will definitely cause the supply to become more of a problem," Cejka Search consultants say.

Also, growing hospitalist use dramatically alters the physician-hospital relationship. "Many of us [hospitalists] believe the only physicians attending to [hospital] patients in five to 10 years will be hospitalists or intensivists. Everyone else will be consultants. A lot of us can see it now," Goldsholl says. That projection has implications for primary care physicians and internists who may fear loss of hospital privileges and managed care contracts, some of which are contingent on a hospital affiliation.

Although the range of beginning salaries for hospitalists is $140,000 to $ 200,000, with an average of $150,000 to $160,000, which is $20,000 to $40,000 more than for internists, burnout is a problem just coming onto the radar screen. Continuous management of high-acuity patients and 24-hour coverage could make the condition pervasive.

"Burnout is big because patients are very sick and require a lot of attention," says Cleveland hospitalist Beck. "You have to spend a lot of time with them. It's physically and mentally demanding."

Nevertheless, according to SHM, hospitalists are attracted to the specialty because it combines the best of general and acute care. A private practice would consist of predominantly primary care. A residency in an internal medicine subspecialty, such as cardiology or nephrology, would lead to mostly acute care. But, like an OB-GYN, the hospitalist can practice in two worlds.

At Covenant, Dr. Iris starts her rounds when she is beeped for Code Blue. She runs the length of the hospital and arrives breathless. Another physician is on the scene, so her services are not needed. Since the hospitalist program began, successful resuscitations have doubled. Goldsholl believes residents who previously ran the codes are not as adept as hospitalists. "Having hospitalists around saves more people," she says.

Maureen Glabman is a writer based in Miami, Fla. 
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