1
K
1l
K
okl

=



The New England Journal of Medicine

Sounding Board

THE EMERGING ROLE OF
“HOSPITALISTS™ IN THE AMERICAN
HeavTH CARE SYSTEM

HE explosive growth of managed care has led to

an increased role for general intenists and other
primary care physicians in the American health care
system. This change is welcome in many respects,

in outparient care than the need o go across the
street (or even worse, across town ) to the hospital ro
see an unpredicrable number of inparients, some-
times several times a day. There are parallel presures
for cfficiency in the hospital. Since the inpaticnr sct-
ting involves the most intensive use of resoueces, it
is the place where the ability w respond quickly o
changes in a paticar’s condition and fo use resources
judiciously will be most highly valued. This should
prove w be the hospiralists” forte.

Equally pressing is the question of value, defined
as the quality of care divided by its cost® The sus-
vival of all health care systems is becoming increas-

since generalists have been
by health carc institations, payers, and cven pa-
tients. ™ The grearer prominence of generalism has
led t an increase in the number of medical students
whao choose careers in primary care* ded job
opportunitics for generalists,® and 2 modest increase
in the incomes of primary care physicians ®

Two of the principles underlying generalism,
whether in the form of internal medicine, pediatrics,
or family medicine, have been comprehensivencss
and continuity.” Ideally, the primary care physician
would provide all aspects of care, ranging
ventive carc to the care of critically ill hospiralized
patiens. This approach, argued the purists, would
result in medical care that was more holistic, less fﬂg—
mented, and less expensive® To its proponents, the
notion was so artractive — the general inteenist ad-
mits the parient to the hospital, directs the inpatient
workup, and arranges for a scamless ransition back
tor the outpaticat setting — that questioning it would
have seemed sacrilegions merely a few years ago.

Unfortunately, this approach collides with the re-
alities of managed care and irs emphasis on efficien-
cv. As a resulr, we anticipate the £apid growth of 2
new breed of physicians we call *hospitalists” — spe-
cialists in inpatient medicine — who will be respon-
sible for managing the care of hospitalized paticnts
in the same way that primary case physicians are re-
sponsible for managing the care of outparients. Spe-
cialists in inparicnt care have long had a central role
in urban hospitals in Canada and Grear Brirain, bur
until recendy, such specialists have been scarce in the
United States. However, 2 role for this specialry is
now being developed both in and curside academia,
especially in arcas where managed care predominates,
such as San Francisco, and we expecr this growth to
accelerate soon.

We believe the hospitalist specialty will burgeon
for several reasons. First, because of cost pressures,
managed-care organizations will reward profession-
als who can previde efficient care. In the ourparient
serting, the premium on efficiency requires thar the
physician provide care for a large panel of patients
and be available in the office w see them promprly
as required. There is no greater barrier w efficiency
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ingly dependenr on the delivery of high-value care.
(For academic health centers, this means that more
cxpensive care must be justificd by berter ourcomes.)
Many physicians, though primarily serving outpa-
tients, have cxceptional skills in providing inpaticnt
care. It seems unlikely, however, thar high-value care
Gan be delivercd in the haspiral by physicians who.
spend only a small fraction of their time in this set-
ting. As hospital stays become shorrer and inparient
care becomes more intensive,  greater premium will
be placed on the skill, experience, and availabi f
wsicians caring for inpatients.

The debate over the mole of hospitalisrs is raking
place against the backdeop of the larger conrroversy
over whether gencralists or specialists should pro-
vide care for relarively ill patienrs.'! The fisst decade
of managed care has been dominated by a gatekeep-
er model, in which care is managed by 2 primary
care physician. There is some evidence that this mod-
el saves moncy, ™ and for common discascs, the
quality of care provided by generalists and specialists
appears 1o be similar® Building on a considerable
body of data demonstrating a positive el
tween procedural experience and o
number of recent studies have exar
similar relarion exists for
ticnts with complex medical il
vor the use of inparicnt speciy
point 1o the strong correlariy
the quality of care provided §
sive care unit,"™* a5 well as fc
asthma 7 eheumatoid arthe
syndromes. 3!

If our prediction of an inat
ists is bome our, the effecn
centers will be profound. Th
— skilled clinician, rescarche
the paradigm of cxceprional |
fantasy) for more than a g
producrive research career wi
care was casier when acaden
less accountable for the qual
care than they are now. Giv
for funding rescarch,* onc ¢
threars in the furure, with re
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Wwenty years ago, we described the emergence
of a new type of specialist that we called a

“hospitalist.™

Since then, the number of hos-

pitalists has grown from a few hundred to more

than 50,000 (see graph) — making
this new field substantially larger
than any subspecialty of internal
medicine (the largest of which is
100 physicians),
2 as pediatrics
ot larger than
general inter-
20) and family
Approximate-
tals, including
ademic health
aspitalists. The
1 has both re-
ted to the evo-

actice over the

, the combina-
te for privately
Medicare’s di-
1p-based pay-
atients pushed
+ care more ef
‘ificing quali-

ty or alienating patients. Hospi-
talists emerged as one potential
solution. Within a few years,
dence showed that using hospital-
ists could result in reduced costs,
shortened lengths of stay, and pre-
served or even enhanced quality
of care and patient satisfaction™
— in essence improving the value
of care. The field was off and
running.

For hospital medicine to grow
2s quickly as it has, many stars had
to align, including a viable finan-
cial framework, a pool of quali-
fied physicians, and enough force
to overcome resistance to change.
Remarkably, those stars did align.

The first issue was economic.
By the mid-1990s, elective medical
admissions had all but disappeared,
but emergency admissions were
increasing. Acutely ill patients
needed rapid attention on admis-
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Zero to 50,000 — The 20th Anniversary of the Hospitalist

Robert M. Wachter, M.D., and Lee Goldman, M.D., M.P.H.

sion and often mulriple daily visits
during hospitalization, regardless
of whether that disrupted the flow
of physicians’ outpatient practices.
Moreover, the remuneration for
nonprocedural inpatient care, es-
pecially given its growing com-
plexity, was not high enough to
make physicians who had histori-
cally been responsible for such
care (primary care physicians in
community settings and specialist
and researcher attendings in aca-
demia) feel strongly about retain-
ing their hospital roles. So most
such physicians willingly turned
inpatient care over to hospitalists.

How could hospitalists, then,
fashion careers out of a role that
was economically unattractive to
their colleagues? Once evidence of
substantial cost savings had accu-
mulated, health care organizations
found it advantageous to have hos-
pitalist programs, and most pro-
vided financial support to create
appealing jobs with reasonable
salaries. Thanks to the value prop-
asition and new duty-hour limits
for residents, hospitalists also in-
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« 490 (1991) > 3,640(1999) > 12,800(2009) > 47,492(2012) -> 48,027(2013)

All doctors ~ GPs Specialists Doctors not on the GP or Specialist Register
Including Excluding Only doctors
doctors in doctors in in training
training training
2013 238,247 106,496 58,469
2012 236,226 58,650 69,268 107,009 47492 59,517
2010 226,660 56,892 63,604 104,925 nia nfa
1-year change (2012-13) 0.9% 0.6% 3.2% -0.5% 11% 18% (G eneral Medical Council )

3-year change (2010-13) 5.1% 37% 12% 1.5% nfa nfa 4
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aNB, : average number of bed by hospital size (s=100, 200 ... 1000)
sN.B :standard number of bed

N.Hs : number of hospital by hospital size

N. Hospitalist per ward : a=5, b=>5 in scenario 2 and 2.5 in scenario 3
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