
20 SEMINARS IN MEDICAL PRACTICE Vol. 5, No. 1   March 2002

ARTICLE

At 7 AM, Dr. Morales starts his day at University Medi-
cal Center with a briefing from the hospitalist who was
on overnight call the night before. After getting a run-
down on new admissions, new consults, and some
problems that arose overnight, Dr. Morales and three
other hospitalists get their new patient assignments
and set out on morning rounds. Because today is a
teaching rounds day, Dr. Morales is trailed by a group
of residents and medical students. 

As Dr. Morales approves a hysterectomy patient for
discharge, one of the residents asks, “Can this patient
be discharged already? I thought hysterectomies re-
quired a 3-day stay.” 

“No, Dr. Burns, not always. Ms. Ritchie has been
here for 48 hours and she’s been stable for 24. If I
keep her another day, her insurance company can
refuse to cover it.” Dr. Morales enjoyed offering resi-
dents useful information about managed care prac-
tices that he had become so familiar with during his 
2 years as a hospitalist. 

Early the same morning, at a primary care office
across town, Mrs. Fritz presents to Dr. Cooper with
concerns about her persistent cough, shortness of
breath, and 3-month history of weight loss. Mrs. Fritz,
a 66-year-old woman with a 40 pack-year smoking
history, has seen Dr. Cooper sporadically over the past
10 years. On physical examination, the physician notes
clubbing of the fingers and dullness to percussion at
the left lung base. Fearing the worst, Dr. Cooper refers
Mrs. Fritz to the emergency department (ED) at Uni-
versity Medical Center. 

The ED physician who evaluates Mrs. Fritz decides
to admit her and contacts Dr. Morales to take charge
of her inpatient care. A short time later Dr. Morales
comes to Mrs. Fritz’s room. 

“Good morning, Mrs. Fritz. I’m Dr. Morales and I’ll
be in charge of your care in the hospital. I’ll be keep-
ing Dr. Cooper informed of your progress.” 

“Dr. Cooper has me frightened, sending me to the
hospital. Do you think I have cancer? Should my son
and daughter be called down here? I don’t want them
to be frightened for nothing.”

“Cancer is a possibility, Mrs. Fritz, and that’s what
you’re here to find out. I’ll have the nurses’ station get
in touch with your family and I’ll explain the situation
to them. But don’t worry—I won’t alarm them with a
cancer diagnosis unless we have one.”

Dr. Morales is a member of a rapidly expanding
community of hospital-based physicians whose
clinical practice is primarily devoted to the med-

ical care of inpatients. As a specialist in inpatient medicine,
Dr. Morales is responsible for providing and coordinating
care for a select number of patients admitted to the 
hospital by physicians practicing in the local community.
Throughout a typical day, he will examine, diagnose,
order tests, and consult with other physicians and special-
ists about his patients. He also will serve as the main con-
tact for keeping patients’ families and referring physicians
updated on their status and for helping patients access
ancillary services upon release from the hospital. 

This new breed of inpatient physician was first de-
scribed by Wachter and Goldman in a 1996 New
England Journal of Medicine article in which the
authors introduced the term hospitalist to refer to an at-
tending physician who manages the care of inpatients
admitted by other, typically primary care, physicians [1].
In this model of care, a primary care physician admits a
patient to a designated hospitalist, who manages all
aspects of the patient’s care while hospitalized and then
returns the patient to the admitting physician upon dis-
charge. This model is meant to exclude physicians
whose activity is limited to specialty services, such as
psychiatry or intensive care. Although such physicians
also provide inpatient care, they do not serve as the pri-
mary inpatient physician if the patient moves to anoth-
er acute care service within the hospital. A true hospi-
talist is a specialist in inpatient care who assumes the role
of the attending physician during hospitalization. The
patient may be on a teaching service, where house staff
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provide primary coverage, or on a nonteaching service,
where primary coverage is by nursing staff, other non-
physician health care providers, or house doctors. A
house doctor is defined here as a physician who substi-
tutes for house staff coverage but does not serve as the
patient’s primary attending physician during hospital-
ization, as does the hospitalist. 

The movement toward the hospitalist model is a
recent phenomenon stimulated by a common interest
of hospitals and physicians to improve the quality and
efficiency of the care they provide as well as a concern
for cost containment. With these goals in mind, pro-
vider organizations increasingly are replacing their tra-
ditional practice of all primary care physicians manag-
ing their own hospitalized patients with a voluntary or
mandatory system in which patients are referred to the
care of a hospitalist. 

The number of hospitalists practicing in the United
States has increased dramatically in the past few years.
For example, although the National Association of Inpa-
tient Physicians (NAIP) included just 12 members when
it was founded in 1996 [2], paid membership within this
organization totalled 2300 as of December 2001, up
500 from the total of 1800 just 3 months earlier. At this
rate of growth, the NAIP likely represents the fastest-
growing medical professional organization in the United
States [2]. The NAIP estimates that between 5000 and
6000 physicians were practicing as hospitalists at the end
of 2001 [Lisa Freeman, National Association of Inpa-
tient Physicians, personal communication]. 

Little published data exist regarding the personal and
work-related characteristics of hospitalists, but some in-
sight can be drawn from recent surveys. A 1999 survey
of 820 NAIP members revealed that most trained in
general internal medicine, with pulmonary or critical
care medicine the next most frequently cited specialty,
and a variety of other specialties and subspecialties (eg,
general pediatrics, family medicine, internal medicine
and pediatric subspecialties) identified by the remainder
of the group [3]. Most respondents were men who were
early in their career and younger in age than the average
physician. Finally, the NAIP survey respondents report-
ed generally high levels of job satisfaction and autonomy,
low levels of a sense of burnout, and a long-term com-
mitment to remaining in practice as a hospitalist [3].

For those seeking a career as a hospitalist, it is im-
portant to understand the specifics of the position
being offered. For those who do not pursue this career
track, it is useful to understand how patient care is
affected when a hospitalist is involved. In this paper, the
authors seek to provide a basic understanding of the
hospitalist role in patient care, including the typical

duties of a hospitalist, specific skills required of the
position, how hospitalists are employed, and how hos-
pitalists impact health care quality, cost, and delivery.
This paper is limited to a discussion of physicians who
provide hospitalist care on adult medical services.

What Do Hospitalists Do?
During his physical examination of Mrs. Fritz, 
Dr. Morales notes pulmonary findings consistent with
a large left pleural effusion as well as clubbing of the
fingers. He orders a chest radiograph and, while
awaiting the results, turns his attention to his other
duties, including his 12 other patients.

Because this is a teaching rounds day (1 of 3 per
week), Dr. Morales engages in bedside teaching during
rounds. Most of his patients are already on the
medicine ward and need new orders and review of test
results. Others need discharge planning, counseling, or
referral. A few are new admissions, like Mrs. Fritz. One
newly admitted patient is an emaciated man with a sus-
pected diagnosis of cancer. The patient was just trans-
ferred from the ED to the nursing unit and is awaiting a
thoracentesis. After morning rounds, Dr. Morales leads
a teaching session with residents and students in the
conference room. Afterward, he makes follow-up calls
to recently discharged patients and provides informa-
tion to the patients’ referring physicians. 

The chest films for Mrs. Fritz return in the after-
noon and reveal a large left pleural effusion with a
mediastinal shift. Dr. Morales makes a diagnosis of
probable malignant pleural effusion. When he returns
to Mrs. Fritz’s room to discuss these findings, her fam-
ily is with her. Dr. Morales explains the need for further
studies, obtains Mrs. Fritz’s consent for a therapeutic
thoracentesis, and arranges for the procedure to be
performed the same day. 

An hour later thoracentesis is performed, and two
liters of fluid are aspirated and sent for cytology, pro-
tein, glucose, lactate dehydrogenase (LDH), amylase,
and Gram stain and culture. Blood is sent for routine
chemistries, calcium, LDH, and a liver panel. Sputum
also is sent for cytology. A computed tomography
(CT) scan of the chest is obtained, which Dr. Morales
reviews with the radiologist. The CT shows a 4 cm x
6 cm mass in the upper left lobe. Dr. Morales obtains
a pulmonary consult and, after discussing Mrs. Fritz’s
CT scan with the pulmonologist, arranges for bron-
choscopy to be performed the following morning. 

Before making afternoon rounds, Dr. Morales calls
Dr. Cooper to inform him of the findings to date on Mrs.
Fritz. During rounds, he meets again with Mrs. Fritz and
her family to discuss her latest test results. He informs
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them that the chances of malignancy are high and tells
them that a biopsy is needed to confirm the diagnosis.
He explains that the bronchoscopy he has arranged
should provide this necessary information.

On the morning of her second hospital day, 
Mrs. Fritz undergoes bronchoscopy, which reveals an
endobronchial lesion. Brushings and a biopsy are ob-
tained, and preliminary cytology findings are consistent
with squamous cell malignancy. Dr. Morales informs 
Mrs. Fritz and her family of the cancer diagnosis and
counsels them on treatment options. In view of her
apparent stage IV malignancy, the option of palliative
therapy is selected. A social service coordinator is con-
sulted and hospice services are offered to Mrs. Fritz. An
oncology consult is obtained and arrangements are
made for outpatient radiotherapy. Dr. Morales calls 
Dr. Cooper to propose the plan for management and 
Dr. Cooper agrees. Mrs. Fritz will see Dr. Cooper in his
office in 1 week. Dr. Morales schedules outpatient radio-
therapy and arranges for Mrs. Fritz to be discharged later
that day. Upon discharge, Dr. Morales prepares a brief
written summary that is faxed to Dr. Cooper’s office. 

Patient Care
The bulk of a typical hospitalist’s workday is devoted to
the care of, on average, 12 to 15 patients [4,5]. New
admissions and sick patients (eg, those on monitored
beds, step-down units, or the intensive care unit [ICU])
usually are seen first, with all patients seen repeatedly
throughout the day as necessary to provide optimal and
cost-effective care. Patients referred for admission from
the ED during the day are evaluated when possible in
the ED, so as to initiate management plans as soon as
possible. New consultations are evaluated the same day.
In some hospitalist programs, the hospitalist may make
decisions on whether patients in the ED require admis-
sion; in other programs, this decision is made by the ED
attending, often after discussion with the patient’s pri-
mary physician. In a few hospitals, the hospitalist also
serves as an attending in the adult medical ICU [6].

The hospitalist is responsible for managing the care
of all assigned patients, including reviewing all clinical
data pertinent to the patients, making decisions regard-
ing necessary procedures and treatments, and facilitat-
ing access to post-acute care providers (eg, home
health, skilled nursing, specialized rehabilitation). A
significant amount of time is taken up in discussions
with consultants on clinical management, social service
issues, rehabilitation transfers, and discharge planning.
Daily discussions also are held with the patient and
family, and all pertinent care issues and decisions are
discussed with the referring physician. When a patient

is discharged, a same-day brief discharge summary and
medication list are faxed to the office of the referring
physician to facilitate follow-up by the patient’s prima-
ry care provider. Outstanding test results on discharged
patients are sent to the primary care physician’s office
as soon as they are received.

In most programs, hospitalists provide coverage
similar to primary care physicians in that they are avail-
able during regular working hours, with an on-call
coverage arrangement for evenings and nights and in-
house hospitalist coverage during the day on weekends
and holidays. Less commonly, in-house hospitalist cov-
erage is provided 24 hours a day, 7 days a week [3].
This level of coverage requires a much larger group of
hospitalists and is, therefore, more costly [6].

Other Activities
The NAIP defines a hospitalist’s activities as including
not only patient care but also teaching, research, and
leadership related to hospital medicine [7]. In the
1999 survey of NAIP members, however, two-thirds
of hospitalists reported spending 90% to 100% of their
work time on patient care alone [3]. Nonetheless, res-
ident and medical student teaching is commonly felt to
be a desirable experience for the hospitalist and is of
benefit to the learners [8]. On teaching services, there
is daily discussion with students and residents about
individual patients. Most hospitalists also participate 
in hospital quality improvement and error reduction
activities and often have a lead role in development and
implementation of inpatient clinical guidelines [9].
Hospitalists have increased availability on the inpatient
service and are the champions of process improvement
and the use of clinical pathways [8].

Because hospitalists’ work varies by employment
setting and geographic location, it is not clear what
exactly a full-time hospitalist does or should be expect-
ed to do. The NAIP currently is conducting a survey
to help define productivity and compensation bench-
marks for hospitalists [10]. The survey, mailed in
January 2002 to all NAIP members and other hospi-
talists the NAIP could identify, will attempt to gather
accurate data on as many hospitalists as possible.
According to the NAIP’s President, Ron Angus, “The
results of this survey will likely be an important step in
determining the compensation, manpower, and work-
load for many hospitalists for years to come” [10].

How are Hospitalists Employed?
Hospitalists may practice in a variety of settings, includ-
ing solo or group practices, staff-model health mainte-
nance organizations (HMOs), and university-based
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practices [6,9]. The most frequent employers are hos-
pitals and large group practices (Table 1), which typi-
cally employ hospitalists as salaried physicians. At pres-
ent, roughly 12% of all hospitalists are self-employed,
but this number is increasing [3]. 

The role played by the hospitalist in patient care
may vary according to the type of market and practice.
Wachter [6] describes four stages of hospital care:
stage I, where patients may be cared for in the hospi-
tal by their primary care physician; stage II, where
inpatient care may be rotated among members of a
medical group; stage III, where a primary care physi-
cian may elect to hand off care to a hospitalist; or
stage IV, where hospitalist care may be mandatory.
The stages represent an ascending scale of managed
care penetration and possibly a descending scale of
cost. The stages also represent a scale of more to less
control over the care of inpatients by primary care
physicians. A stage I or II arrangement may offer the
physician more opportunity for autonomous decision-
making, but office hours may be hectic due to the
need to care for patients in the hospital. Assigning care
to a hospitalist may interrupt the continuity of care
but eliminates problems of efficiency and time con-
straints. Stage III or IV arrangements are associated
with highly or entirely capitated markets and may
therefore represent a way of ensuring that a patient
receives quality and cost-effective care [6].

In markets where HMOs have attempted to man-
date hospitalist use, there has been considerable back-
lash from practicing physicians and medical organiza-
tions, as mandatory systems are regarded as limiting
both physician and patient autonomy [11–14]. The
authors are aware of several large practices in their area
that have chosen to add a hospitalist rather than anoth-
er office-based practitioner when it was time to in-
crease the size of the group. In private practices such as
these, the hospitalist typically participates in sharing
revenue with the group on the same basis as the other
members [15,16]. The group gains by increased effi-
ciency of practice and the absence of interruptions dur-
ing office hours to care for hospitalized patients. 

Compensation
In 1999, the average annual compensation of hospital-
ists was approximately $141,000 [3]. In most settings,
independent of practice type, hospitalists usually do
not collect enough from patient care billings to earn
full compensation. The limited number of patients they
cover, 24-hour coverage patterns, and the presence of
significant numbers of capitated patients in the inpa-
tient practice may limit hospitalists’ earnings [16].

Thus, employers of hospitalists (ie, hospitals, insurers,
physician practices) usually subsidize salaries beyond
collections for hospitalist billings. These subsidies are
justified by the benefits derived by these organizations
from the hospitalist practice. 
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Table 1. Reported Job-Related Characteristics of
Practicing Hospitalists, n = 820 

Characteristic % of Hospitalists

Type of employer

Hospital 35.7

Medical group 30.5

Managed care organization 10.9

Self-employed 11.6

Practice management organization 04.4

Other 06.9

Structure of weekly work schedule

Shifts with limited or no call 27.6

Daily rounding with off hours covered by 57.9
hospitalist group

Daily rounding with off hours covered by 14.5
PCPs

Primary compensation type

Salary only 49.4

Salary plus incentive 33.8

Fee-for-service 10.0

Capitation 00.8

Other 06.1

Percentage of total compensation linked to financial incentive

0 73.0

1–25 23.6

26–50 02.6

> 50 00.8

Number of monthly new admissions and consultations

0–30 14.2

31–60 44.9

> 60 40.9

Time on call (hours/week)

0 25.3

1–20 25.6

21–50 29.5

> 50 19.6

PCPs = primary care physicians. (Adapted with permission from
Hoff TH, Whitcomb WF, Williams K, et al. Characteristics and
work experiences of hospitalists in the United States. Arch Intern
Med 2001;161:854.)



Those programs that provide in-house hospitalist
coverage 24 hours a day, 7 days a week require sub-
stantial subsidies from the hospitalist employer, as only
one bill can be submitted per day, even when patients
are seen more than once each day. This added cost is
usually justified only when the hospitalist team is par-
ticipating in a full-risk capitation contract, is also cov-
ering the ED and/or ICU, or is serving as both the
hospitalist and a house doctor. Those seeking hospital-
ist employment should be cautious about positions
that are in fact house doctor positions, in which the
physician substitutes for a house officer or physician
assistant, not for the attending physician.

What Expertise is Required of Hospitalists?
The knowledge base required of hospitalists is defined
by the needs and expectations of patients, referring
physicians, and insurers. Patients and their families seek
the highest quality of care and desire clear communica-
tion with the treating physician; referring physicians
require good communication and respect; and insurers
and hospitals want efficient, high quality care and ad-
herence to guidelines.

Suggested Skills and Competencies
During a 1997 national policy conference on the hos-
pitalist movement, one invited speaker declared that al-
though hospitalists could claim no unique knowledge
or skill, residency education could be readily tailored to
provide specialized training in specific competencies
(eg, procedural skills, resource management, quality
improvement techniques) and subject areas (eg, nutri-
tion, rehabilitation, palliative care) relevant to hospital
medicine [17]. Certainly, it is essential that hospitalists
possess a high level of clinical knowledge and skill in
the care of inpatients (ie, care of patients with common
inpatient diagnoses or undergoing common medical
procedures) as well as knowledge of when to refer. In
addition, the authors’ experience suggests that hospi-
talists require skill in the use of clinical guidelines and
case management, the ability to work collaboratively
with nursing and other hospital staff (eg, case man-
agers, utilization review personnel, discharge planners),
skill in discharge planning, and—for those who prac-
tice on teaching services—the ability to teach and work
effectively with residents and medical students.

One critical skill that cannot be overemphasized is
the ability to communicate efficiently and effectively
with patients, families, referring physicians, and other
hospital staff members [18,19]. In working with ad-
mitting physicians, the hospitalist must obtain essential
information about patients at the time of admission

and transmit needed information to all those who will
provide posthospitalization care. A structured systems
approach is usually required [6,18]. In addition to the
rapid preparation and transfer of written materials, this
typically includes telephone calls by the hospitalist to
the physician or physicians caring for the patient out-
side the hospital. During a hospitalization, the hospi-
talist must interact with patients, family members, and
many other providers and specialists. Most often, he
has not met his assigned patients or their family mem-
bers, nor been involved in their care prior to admission
to the hospital. Thus, the hospitalist must be able to
explain his role and provide confidence in the care he is
providing to a sick patient who is no longer under the
care of a familiar primary physician [19]. He also must
be able to effectively communicate the nature of the ill-
ness and postdischarge plans to the patient and family
members. Wachter [6] has proposed that the hospital-
ist model can stimulate a new focus on the importance
of effective communication between physicians and pa-
tients, family members, and other providers, resulting
in improved clinical communication.

Clinical Training
Currently, there is no subspecialty training program for
hospitalists that has been accredited by the Accreditation
Council for Graduate Medical Education (ACGME),
nor are there guidelines for the development of such a
program. Also, no mechanism exists for formal board
certification. As previously noted, a recent survey found
that most currently practicing hospitalists trained in gen-
eral internal medicine or in pulmonary or critical care
medicine [3]. A national survey of hospitalists revealed
that most of those who trained as categorical internal
medicine residents felt they had acquired effective inpa-
tient management skills in most internal medicine sub-
specialty areas, including pulmonary and critical care, by
the time of graduation [20]. However, survey respon-
dents noted major deficiencies in certain areas of train-
ing, including geriatrics, perioperative consultation, and
communication with referring physicians. They also
noted that their training did not emphasize medical
ethics, end of life care, or coordination of care [20]. 

Trainees completing fellowships in pulmonary or
critical care medicine often have even greater inpatient
medical knowledge and skills in their specialty areas
than do general internists and, therefore, in this single
sense may be better prepared to be hospitalists. How-
ever, these are not clinical areas sited as training needs
by hospitalists [20]. The other essential skills needed
by hospitalists (ie, effective communication, use of clin-
ical guidelines, case management, medical ethics, end
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of life care, discharge planning) may not necessarily
have been acquired during residency or fellowship
training and may need to be strengthened [20].

Fellowship training opportunities. Although there
has been speculation that certification and delineated
training requirements will be developed in the future,
these developments will likely not occur within the next
few years [17,21]. Nevertheless, at least seven fellowship
programs for hospitalist training currently exist, with
plans for more to be created in the near future [22]. For
those seeking a career as a hospitalist, careful considera-
tion is warranted in selecting a training program. Most
importantly, one should question how much time is
allotted for and specific instruction is provided in the
essential skill areas delineated here. In the authors’ opin-
ion, one should avoid programs in which the trainee
functions in the role of a house doctor (ie, as a substitute
for medical residents on a nonteaching service in a teach-
ing hospital), as this is not a useful educational experi-
ence to train for a career as a hospitalist. Rather, one
should seek a fellowship program that emphasizes high-
level inpatient skills and focuses on having the trainee
function as the attending physician. It also should offer
the trainee experience serving in the role of the attend-
ing on a teaching service, where the trainee can partici-
pate in teaching and directing the activities of students
and residents. Finally, the program should include spe-
cific training in the other essential skills of hospitalists (ie,
effective communication, use of guidelines, case man-
agement, medical ethics, end of life care, discharge plan-
ning) as well as teaching and research training for those
seeking a career as an academic hospitalist [17,20,22].

Residency training opportunities. Several internal
medicine residency programs offer a third year track for
specialized education in the unique skills needed by
hospitalists [16,22]. Another alternative to a fellowship
is a chief medical residency supplemented with specific
education and experience in the development and use
of clinical guidelines, case management, discharge plan-
ning, and communication skills. This type of specialized
training can provide excellent preparation for a hospi-
talist career. The internal medicine residency program
at the Western Pennsylvania Hospital offers such an
optional track for its chief medical residents.

What are the Impacts of the Hospitalist Movement?
The hospitalist model of inpatient care has been con-
sidered one of the most promising service innovations
in health care delivery in the United States, with the
potential to improve quality of care and patient and
family satisfaction while reducing length of stay and cost
of inpatient care [23]. This belief in the possibility to

improve the outcomes of inpatient care has spurred the
growth of the hospitalist movement, even while many
hospitalists currently do not generate sufficient income
to cover their salaries. However, the hospitalist model
has received its share of criticism, particularly regarding
its potential to cause discontinuity of care, to erode the
physician-patient relationship, and—from the point of
view of the primary physician—to decrease autonomy,
professional identity, and acute care skills [14,24–26].
Clearly, the continued growth of the hospitalist move-
ment has important implications for both the larger
health care system and individual physicians in practice.

Cost of Care
Hospitalists consistently have been shown to reduce
the length of stay and cost of inpatient care [27–32]
(Table 2). The explanations for these benefits are com-
plex and have been inadequately studied. Hospitalists
are available in the hospital throughout the normal
working day and, therefore, can see patients as often as
is necessary to provide timely care. Because caring for
hospitalized patients is their primary activity, hospital-
ists are likely to develop a higher level of skill in inpa-
tient care and may be more aware of clinical guidelines,
standards, and best practice recommendations of pro-
fessional clinical organizations. These skills could lead
to greater efficiency and, secondarily, to shorter lengths
of stay and lower costs of care. Furthermore, where hos-
pitalists are making the admission decisions in the ED,
admissions are decreased, resulting in further savings for
insurers [28].

Quality of Care
Thus far, few studies have provided data on quality of
care by hospitalists and the data, therefore, are limited.
Hospitalists have been found to decrease 14- and 
30-day readmission rates [27]. In teaching hospitals,
hospitalists may offer significant advantages as teachers
over the usual rotating attending physicians [33,34].
Their greater expertise and interest in inpatient care
along with their increased availability throughout the
day allow for improved supervision by attendings with
expert knowledge of inpatient care. Some limited data
support the concept of improved adherence to stan-
dards of care by hospitalists and, thus, reduced clinical
practice variation and improved clinical outcomes. Un-
fortunately, most studies published to date were not
designed to have the power to detect differences in
clinical outcomes, and much more data are needed.
While most authors suggest quality of care is at least
maintained and, possibly, improved, primary care phy-
sicians might achieve similar quality of care if their
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practices were aided by the use of computer-based
reminder systems, physician-based order entry sys-
tems, and easier-to-use and more systematically struc-
tured applications of clinical guidelines [35].

Patient and Primary Care Provider Satisfaction
Improved patient satisfaction potentially can result from
the greater availability of the hospitalist compared with
the usual primary care physician who spends most of
the workday in an office-based practice. The hospitalist
is more likely to be present during family visiting hours
and, thus, is better able to answer questions and provide
needed information [28]. Our own unpublished data
showed that patients were generally more satisfied with
the time they spent with a physician when hospitalists
provided care; however, overall patient satisfaction was
not significantly different from the comparison group.
These findings are consistent with those of Wachter 
et al [28] and Hackner et al [32]. More data are need-
ed on patient satisfaction with the use of hospitalists and
the factors that influence patient satisfaction.

One factor that appears to influence patient satisfac-
tion is contact with one’s primary physician during
hospitalization as well as good communication be-
tween one’s primary provider and the hospitalist [19].
Similarly, referring physicians want better contact with
their patients through effective communication with
hospitalists. In a large survey of California-based pri-
mary care physicians who refer patients to hospitalists,
only 56% reported being at least somewhat satisfied
with their communication with hospitalists [18]. The
survey respondents overwhelmingly reported that they
want timely communication of all important informa-
tion about their patients at admission and at discharge,
and they prefer the contact to be by telephone [18]. 

Continuity of Care
Perhaps the most important concern about the growth
of the hospitalist movement is the loss of continuity of

care that occurs when an established relationship
between a primary care physician and a patient is inter-
rupted during hospitalization, as happens when a hos-
pitalist substitutes for the primary physician [14,25,26].
This loss of continuity may be disruptive for both pa-
tients and their families as well as for the primary care
physician. Close collaboration between the primary care
physician and hospitalist and excellent communication
skills on the part of the hospitalist are the only means to
mitigate this disadvantage.

Impact on Physicians
Little is known about how primary care physicians and
hospitalists themselves are adjusting to this new para-
digm for inpatient care. However, continued growth
and spread of the hospitalist movement will no doubt
provide opportunities for studying this important
question. 

Skills and professional identity. The development
of specialties that fragment medicine has an impact on
the skills of both the specialist and the primary care
physician. For the primary care physician who no
longer attends at the hospital, the loss of inpatient skills
may be a significant issue [14]. The physician also may
lose the prestige associated with being part of the active
hospital staff as well as the continuing education that
occurs through interaction with colleagues and—in
teaching hospitals—with students and residents. Sim-
ilarly, the hospitalist as a specialist in inpatient medicine
loses outpatient skills over time and, should she in the
future wish to practice ambulatory medicine, may have
a lower level of skill and a lesser acceptability to insur-
ers. Accordingly, many hospitalists continue to main-
tain a limited outpatient practice to maintain outpa-
tient skills [8,16]. 

Job satisfaction. It is too soon to draw conclusions
about the job satisfaction of both hospitalists and the
primary care physicians who use them. The limited sur-
veys and reports of primary care physicians who use

THE HOSPITALIST MODEL

26 SEMINARS IN MEDICAL PRACTICE Vol. 5, No. 1   March 2002

Table 2. Impact of Hospitalists

Source Length of Stay Cost of Care Patient Satisfaction Quality of Care

Diamond et al [27] Decreased Decreased ID ID (fewer readmissions)

Wachter et al [28] Decreased Decreased No change No change

Craig et al [29] Decreased Increased ID Increased consultation

Freese [30] Decreased Decreased Improved Improved

Davis et al [31] Decreased Decreased No change No change

Hackner et al [32] Decreased Decreased ID No change

ID = inadequate data to draw a conclusion.



hospitalists do suggest, however, that these physicians
are beginning to perceive positive effects on their prac-
tices [5,36]. In one survey of California-based physi-
cians who use hospitalists, 53% of respondents believed
hospitalists decreased their workload, and 50% believed
hospitalists increased their practice satisfaction [36].
The use of hospitalists frees the busy primary care prac-
titioner from travel time to and from the hospital and
from unscheduled calls interrupting office hours. The
loss of inpatient revenue may be compensated for by
the ability to care for a larger number of patients and,
thus, generate more revenue in the office [5]. The
reduction in nighttime and weekend calls and, in at
least some arrangements, the relief from weekend and
holiday hospital rounds may improve the quality of life
for the primary care physician. 

Conversely, given the short length of contact with a
given patient, hospitalists could find that the satisfaction
that comes from caring for a patient until an illness is
resolved is lost. Also, weekend and nighttime calls are
frequent and may be a burden. In those programs that
provide 24 hours a day, 7 days a week coverage, shift
work can be difficult and demanding. The typical work-
load for hospitalists is a mean inpatient census of 13;
this number usually does not exceed 16 [4]. When the
number of patients is much greater, efficiency drops.
Despite these potential drawbacks, the great majority of
current hospitalists report they are satisfied or highly
satisfied with their present positions, and most expect to
continue to be a hospitalist after 3 years [2,9].

Conclusion
The hospitalist movement has created demands for
specialists in inpatient medicine, paving a new career
path for many current and future clinical trainees. With
the recent rapid growth of the field, hospitalist posi-
tions represent a significant portion of the job market,
particularly for primary care graduates. This is likely to
remain true for many years, given the size of the poten-
tial future workforce [4]. The future growth of the
field will depend on the outcomes of studies that pro-
vide better data regarding the benefits and liabilities of
hospitalist care and on the development of new or
alternative payment methods.

Those considering a career as a hospitalist should
seek to acquire skills not only in patient care but also in
collaborative care, communication, discharge planning,
and those skills that contribute to quality of care, error
reduction, and patient satisfaction. Unfortunately, the
educational approaches that will best achieve these out-
comes are not yet determined. As educational needs
are better delineated, one can speculate that guidelines

for postresidency training of hospitalists will be devel-
oped, which ultimately will lead to a requirement for
advanced training, certification of training programs,
and certification of trainees. However, there are no for-
mal plans to develop such a process, although major
organizations (eg, the American Board of Internal
Medicine, the ACGME) are weighing these issues.

Physicians interested in working as hospitalists also
should be aware that the options for employment may
be evolving. The growth of private practice hospitalist
groups, while still accounting for only about 12% of the
hospitalist workforce, is notable [3]. If data on the ben-
efits of using hospitalists become stronger, growth of
hospitalist group practices may accelerate if insurers
choose to contract directly with such groups to provide
their inpatient care. Other new types of payment ar-
rangements, including fee-for-service payment for
hospitalists providing inpatient care for managed care
patients, also may develop [23]. 

Although it is impossible to say whether the advan-
tages of using hospitalists clearly outweigh the additive
costs and other disadvantages of turning over patient
care, the financial benefit to hospitals and insurers of
reduced lengths of stay and costs of care has been firm-
ly established. On the other hand, there are too little
data at present to determine where, in what ways, and 
to what extent (if any) hospitalists provide improved
quality of care. Additional studies are needed in this area.
Similarly, most of the limited data available suggest that
there is a mix of both favorable and unfavorable impacts
on patient and physician satisfaction. The authors would
like to believe that hospitalists can play an important role
in error reduction in hospitals. More data to support or
refute this concept are needed. It may be that in appro-
priately structured systems, the same outcomes can be
achieved by primary care physicians. 

In summary, the hospitalist movement has been one
of the most important conceptual developments in
clinical care delivery of the last decade. The likely con-
tinued growth of the field will have major impacts on
inpatient medical care, the practice of primary care
medicine, and the career paths of many who choose
medical training.
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Western Pennsylvania Hospital, Department of Medicine,
4800 Friendship Avenue, Pittsburgh, PA 15224 (e-mail: 
hdiamond@ix.netcom.com).

References
1. Wachter RM, Goldman L. The emerging role of “hos-

pitalists” in the American health care system. N Engl J

Vol. 5, No. 1   March 2002 SEMINARS IN MEDICAL PRACTICE 27

THE HOSPITALIST MODEL



THE HOSPITALIST MODEL

28 SEMINARS IN MEDICAL PRACTICE Vol. 5, No. 1   March 2002

Med 1996;335:514–7.
2. Wellikson L. NAIP at age four. The Hospitalist 2001;5:3. 
3. Hoff TH, Whitcomb WF, Williams K, et al. Character-

istics and work experiences of hospitalists in the United
States. Arch Intern Med 2001;161:851–8.

4. Lurie JD, Miller DP, Lindenauer PK, et al. The poten-
tial size of the hospitalist workforce in the United States.
Am J Med 1999;106:441–5.

5. Jackson C. Doctors find hospitalists save time, money.
AMNews 2001 Feb 19:Business sect.:1–4.

6. Wachter RM. An introduction to the hospitalist model.
Ann Intern Med 1999;130(4 Pt 2):338–42.

7. National Association of Inpatient Physicians. What is a
hospitalist? Available at http://www.naiponline.org/
about/hospdef.htm. Accessed 3 Jan 2002.

8. Hall LW, Hoffman K. The hospitalist as teacher. The
Hospitalist 2001;5:9–10.

9. Lindenauer PK, Pantilat SZ, Katz PP, Wachter RM.
Hospitalists and the practice of inpatient medicine: results
of a survey of the National Association of Inpatient
Physicians. Ann Intern Med 1999;130(4 Pt 2):343–9.

10. Angus R. President’s column. The Hospitalist 2001;5:
2–3.

11. Macguire P. Use of mandatory hospitalists blasted.
ACP-ASIM Observer 1999;19:1,20.

12. Maviglia SM, Bates D. Hospitalism in the USA. Lancet
1999;353:1902.

13. Foubister V. Doctors decry mandatory hospitalists.
AMNews 1999;42:16–8.

14. Sox HC. The hospitalist model: perspectives of the
patient, the internist, and internal medicine. Ann Intern
Med 1999;130(4 Pt 2):368–72.

15. Wachter RM. Debunking myths about the hospitalist
movement. Am J Med 2000;108:672–3.

16. Wachter RM, Goldman L. Implications of the hospital-
ist movement for academic departments of medicine:
lessons from the UCSF experience. Am J Med 1999;
106:127–33.

17. Kelley MA. The hospitalist: a new medical specialty?
Ann Intern Med 1999;130(4 Pt 2):373–5.

18. Pantilat SZ, Lindenauer PK, Katz PP, Wachter RM.
Primary care physician attitudes regarding communica-
tion with hospitalists. Am J Med 2001;111(9B):15–20.

19. Hruby M, Pantilat SZ, Lo B. How do patients view the
role of the primary care physician in inpatient care? Am
J Med 2001;111(9B):21–5.

20. Plauth WH 3rd, Pantilat SZ, Wachter RM, Fenton CL.
Hospitalists’ perceptions of their residency training
needs: results of a national survey. Am J Med 2001;

111:247–54.
21. Weissler JC. The hospitalist movement: caution lights

flashing at the crossroads. Am J Med 1999;107:409–13.
22. Kripalani S. Hospitalist fellowships on the rise. The

Hospitalist 2001;5:9.
23. Milstein A. An employer’s perspective on hospitalists as

a source of improved health care value. Ann Intern Med
1999;130(4 Pt 2):360–3.

24. Bryant DC. Hospitalists and ‘officists’ preparing for the
future of general internal medicine. J Gen Intern Med
1999;14:182–5.

25. Auerbach AD, Nelson EA, Lindenauer PK, et al. Phy-
sician attitudes toward and prevalence of the hospitalist
model of care: results of a national survey. Am J Med
2000;109:648–53.

26. Auerbach AD, Davis RB, Phillips RS. Physician views on
caring for hospitalized patients and the hospitalist model
of inpatient care. J Gen Intern Med 2001;16:116–9.

27. Diamond HS, Goldberg E, Janosky JE. The effect of
full-time faculty hospitalists on the efficiency of care at a
community teaching hospital. Ann Intern Med 1998;
129:197–203.

28. Wachter RM, Katz P, Showstack J, et al. Reorganizing an
academic medical service: impact on cost, quality, patient
satisfaction, and education. JAMA 1998;279:1560–5.

29. Craig DE, Hartka L, Likosky WH, et al. Implementa-
tion of a hospitalist system in a large health maintenance
organization: the Kaiser Permanente experience. Ann
Intern Med 1999;130:355–9.

30. Freese RB. The Park Nicollet experience in establishing
a hospitalist system. Ann Intern Med 1999;130(4 Pt 2):
350–4.

31. Davis KM, Koch KE, Harvey JK, et al. Effects of hospi-
talists on cost, outcomes, and patient satisfaction in a
rural health system. Am J Med 2000;108:621–6.

32. Hackner D, Tu G, Braunstein GD, et al. The value of a
hospitalist service: efficient care for the aging popula-
tion? Chest 2001;119:580–9.

33. Goldman L. The impact of hospitalists on medical edu-
cation and the academic health system. Ann Intern Med
1999;130(4 Pt 2):364–7.

34. Hauer KE, Wachter RM. Implications of the hospitalist
model for medical students’ education. Acad Med
2001;76:324–30.

35. James BC. Making it easy to do it right. N Engl J Med
2001;345:991–3.

36. Fernandez A, Grumbach K, Goiten L, et al. Friend or
foe? How primary care physicians perceive hospitalists.
Arch Intern Med 2000;160:2902–8.

Copyright 2002 by Turner White Communications Inc., Wayne, PA. All rights reserved.


