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Hospitalist physicians care for an increasing propor-
tion of general medicine inpatients and request a 
significant share of all subspecialty consultations.1 
Subspecialty consultation in inpatient care is increas-

ing,2,3 and effective hospitalist–consulting service interactions 
may affect team communication, patient care, and hospitalist 
learning. Therefore, enhancing hospitalist–consulting service 
interactions may have a broad-reaching, positive impact. Re-
searchers in previous studies have explored resident–fellow 
consult interactions in the inpatient and emergency depart-

ment settings as well as attending-to-attending consultation 
in the outpatient setting.4-7 However, to our knowledge, hos-
pitalist–consulting team interactions have not been previous-
ly described. In academic medical centers, hospitalists are 
attending physicians who interact with both fellows (super-
vised by attending consultants) and directly with subspecialty 
attendings. Therefore, the exploration of the hospitalist–con-
sultant interaction requires an evaluation of hospitalist–fellow 
and hospitalist–subspecialty attending interactions. The hos-
pitalist–fellow interaction in particular is unique because it rep-
resents an unusual dynamic, in which an attending physician 
is primarily communicating with a trainee when requesting 
assistance with patient care.8 In order to explore hospitalist–
consultant interactions (herein, the term “consultant” includes 
both fellow and attending consultants), we conducted a survey 
study in which we examine hospitalist practices and attitudes 
regarding consultation, with a specific focus on hospitalist con-
sultation with internal medicine subspecialty consult services. 
In addition, we compared fellow–hospitalist and attending–
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BACKGROUND: Medicine subspecialty consultation is 
becoming increasingly important in inpatient medicine. 

OBJECTIVE: We conducted a survey study in which we 
examined hospitalist practices and attitudes regarding 
medicine subspecialty consultation.

DESIGN AND SETTING: The survey instrument was 
developed by the authors based on prior literature and 
administered online anonymously to hospitalists at 4 
academic medical centers in the United States.

MEASUREMENTS: The survey evaluated 4 domains: (1) 
current consultation practices, (2) preferences regarding 
consultation, (3) barriers to and facilitating factors of 
effective consultation, and (4) a comparison between 
hospitalist–fellow and hospitalist–subspecialty attending 
interactions.

RESULTS: One hundred twenty-two of 261 hospitalists 
(46.7%) responded. The majority of hospitalists interacted 
with fellows during consultation. Of those, 90.9% reported 

that in-person communication occurred during less than 
half of consultations, and 64.4% perceived pushback at 
least “sometimes” in their consult interactions. Participants 
viewed consultation as an important learning experience, 
preferred direct communication with the consulting service, 
and were interested in more teaching during consultation. 
The survey identified a number of barriers to and facilitating 
factors of an effective hospitalist–consultant interaction, 
which impacted both hospitalist learning and patient care. 
Hospitalists reported more positive experiences when 
interacting with subspecialty attendings compared to 
fellows with regard to multiple aspects of the consultation.

CONCLUSION: The hospitalist–consultant interaction 
is viewed as important for both hospitalist learning and 
patient care. Multiple barriers and facilitating factors 
impact the interaction, many of which are amenable to 
intervention. Journal of Hospital Medicine 2018;13:318-
323. Published online first November 22, 2017. ©2018 
Society of Hospital Medicine
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hospitalist interactions and explored barriers to and facilitating 
factors of an effective hospitalist–consultant relationship. 

METHODS
Survey Development
The survey instrument was developed by the authors based 
on findings of prior studies in which researchers examined 
consultation.2-6,9-16 The survey contained 31 questions (sup-
plementary Appendix A) and evaluated 4 domains of the use 
of medical subspecialty consultation in direct patient care: 
(1) current consultation practices, (2) preferences regarding 
consultants, (3) barriers to and facilitating factors of effective 
consultation (both with respect to hospitalist learning and 
patient care), and (4) a comparison between hospitalist–fel-
low and hospitalist–subspecialty attending interactions. An 
evaluation of current consultation practices included a focus 
on communication methods (eg, in person, over the phone, 
through paging, or notes) because these have been found to 
be important during consultation.5,6,9,15,16 In order to explore 
hospitalist preferences regarding consult interactions and 
investigate perceptions of barriers to and facilitating factors 
of effective consultation, questions were developed based 
on previous literature, including our qualitative work exam-
ining resident–fellow interactions during consultation.4-6,9,12 
We compared hospitalist consultation experiences among 
attending and fellow consultants because the interaction in 
which an attending hospitalist physician is primarily com-
municating with a trainee may differ from a consultation be-
tween a hospitalist attending and a subspecialty attending.8 
Participants were asked to exclude their experiences when 
working on teaching services, during which students or hous-
estaff often interact with consultants. The survey was cogni-
tively tested with both hospitalist and non-hospitalist attend-
ing physicians not participating in the study and was revised 
by the authors using an iterative approach. 

Study Participants
Hospitalist attending physicians at University of Texas South-
western (UTSW) Medical Center, Emory University School of 
Medicine, Massachusetts General Hospital (MGH), and the 
Medical University of South Carolina (MUSC) were eligible to 
participate in the study. Consult team structures at each insti-
tution were composed of either a subspecialist-attending-on-
ly or a fellow-and-subspecialty-attending team. Fellows at all 
institutions are supervised by a subspecialty attending when 
performing consultations. Respondents who self-identified as 
nurse practitioners or physician assistants were excluded from 
the analysis. Hospitalists employed by the Veterans Affairs 
hospital system were also excluded. The study was approved 
by the institutional review boards of UTSW, Emory, MUSC,  
and MGH.

The survey was anonymous and administered to all hospi-
talists at participating institutions via a web-based survey tool 
(Qualtrics, Provo, UT). Participants were eligible to enter a raf-
fle for a $500 gift card, and completion of the survey was not 
required for entry into the raffle. 

Statistics
Results were summarized using the mean with standard devi-
ation for continuous variables and the frequency with percent-
age for categorical variables after excluding missing values. All 
analyses were conducted using SAS version 9.4 (SAS Institute, 
Cary, NC). A 2-sided P value of ≤.05 was considered statistically 
significant. 

RESULTS
Of a possible 261 respondents, 122 (46.7%) participated in the 
survey. Missing values for survey responses ranged from 0% to 
21.3%, with a mean of 15.2%. Demographic characteristics are 
shown in Table 1. Respondents had a mean age of 37.7 years 
and had worked as attending hospitalists for an average of 5.6 
years. The majority of respondents (86.1%) practiced in aca-

TABLE 1. Participant Baseline Data

Characteristics N (%)

Gender
   Male
   Female

63 (51.6)
59 (48.4)

Age (mean +/- SD) 37.7 +/- 7.9

Primary practice site 
   Academic medical center
   Community nonteaching hospital 
   Community teaching hospital

105 (86.1)
2 (1.6)

14 (11.5)

Years worked as a hospitalist (mean +/- SD) 5.6 +/- 5.0

Years worked in current institution (mean +/- SD) 3.6 +/- 2.9

Percentage of daytime shifts (mean +/- SD) 74.1+/- 35.1

Percentage of time on teaching services (mean +/- SD) 19.2 +/- 25.1

Percentage of time on direct patient care (mean +/- SD) 70.5 +/- 34.0

Use of consult services over time
   Increased a lot
   Increased a little
   No change
   Decreased a little
   Decreased a lot

9 (7.4)
38 (31.1)
38 (31.1)
30 (24.6)
7 (5.7)

Total consults per shift
   0-1
   2-3
   4-5
   >5

48 (39.3)
62 (50.8)
8 (6.6)
2 (1.6)

Medical subspecialty consults per shift (mean +/- SD) 2.9 +/- 2.4

Most common reason for requesting consultation

   Assistance with diagnosis 26 (21.3)

   Assistance with treatment 49 (40.2)

   Request a procedure 22 (18.0)

   Patient request 4 (3.3)

   Discharge planning 0 (0)
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demic medical centers, with the remaining working in satellite 
community hospitals. Respondents reported working daytime 
shifts 74.1% of the time on average and being on inpatient, 
direct-care services without house-staff 70.5% of the time.

Current Consultation Practices
Current consultation practices and descriptions of hospitalist–
consultant communication are shown in Table 2. Forty percent 
of respondents requested 0-1 consults per day, while 51.7% 
requested 2-3 per day. The most common reasons for request-
ing a consultation were assistance with treatment (48.5%), as-
sistance with diagnosis (25.7%), and request for a procedure 
(21.8%). When asked whether the frequency of consultation is 
changing, slightly more hospitalists felt that their personal use 
of consultation was increasing as compared to those who felt 
that it was decreasing (38.5% vs 30.3%, respectively).

An exploration of communication practices during consul-
tation revealed that hospitalists most often interacted with fel-
lows rather than attending physicians (81.4%). However, even 
when a fellow performs a consult and communicates with a 
hospitalist, a subspecialty attending is involved in the care of 
the patient, although he or she may not communicate direct-
ly with the hospitalist. Respondents indicated that they most 
often communicated a consult request to the consultant by 
phone (76.2%). Pushback from consultants (defined as per-
ceived reluctance or resistance to perform the consult for any 
reason) was perceived as common, with 64.4% of hospitalists 
indicating that they experience pushback at least “sometimes” 
(3 on a 5-point Likert scale) and 22.1% reporting that pushback 
was “frequent” or occurred “most of the time”. Follow-up in-
teractions (defined as communication of recommendations af-
ter the consultant evaluated the patient) infrequently occurred 
through in-person communication, with 90.9% reporting that 
this occurred in less than half of consultations. Communica-
tion by phone was most common, with 61.2% reporting that 
it occurred at least half the time, and 86% of respondents re-
ported that communication by paging only occurred at least 
“sometimes”. Consultation was commonly seen as a valuable 

educational experience, with 56.9% of hospitalists indicating 
that they learned from at least half of consults. 

Hospitalist Preferences
Eighty-six percent of respondents agreed that consultants 
should be required to communicate their recommendations 
either in person or over the phone. Eighty-three percent of 
hospitalists agreed that they would like to receive more teach-
ing from the consulting services, and 74.0% agreed that con-
sultants should attempt to teach hospitalists during consult 
interactions regardless of whether the hospitalist initiates the 
teaching–learning interaction.

Barriers to and Facilitating Factors of Effective Con-
sultation
Participants reported that multiple factors affected patient 
care and their own learning during inpatient consultation (Fig-
ure 1). Consultant pushback, high hospitalist clinical workload, 
a perception that consultants had limited time, and minimal 
in-person interactions were all seen as factors that negatively 
affected the consult interaction. These generally affected both 
learning and patient care. Conversely, working on an interest-
ing clinical case, more hospitalist free time, positive interaction 
with the consultant, and having previously worked with the 
consultant positively affected both learning and patient care 
(Figure 1). 

Fellow Versus Attending Interactions
Respondents indicated that interacting directly with the con-
sult attending was superior to hospitalist–fellow interactions in 
all aspects of care but particularly with respect to pushback, 
confidence in recommendations, professionalism, and hospi-
talist learning (Figure 2).

DISCUSSION
To our knowledge, this is the first study to describe hospital-
ist attending practices, attitudes, and perceptions of internal 
medicine subspecialty consultation. Our findings, which focus 

TABLE 2. Hospitalist Consultation Practices

Practices N Never Sometimes
About Half  
the Time

Most of  
the Time Always

Consults performed by fellow with attending supervision 102 4 (3.9%) 5 (4.9%) 10 (9.8%) 53 (52%) 30 (29.4%)

Hospitalist speaks with consultant to request consult in person 97 25 (25.8%) 59 (60.8%) 10 (10.3%) 3 (3.1%) 0 (0%)

Hospitalist speaks with consultant to request consult over the phone 101 3 (3%) 12 (11.9%) 9 (8.9%) 46 (45.5%) 31 (30.7%)

Hospitalist speaks with consultant to request consult by page only  96 46 (47.9%) 34 (35.4%) 3 (3.1%) 8 (8.3%) 5 (5.2%)

Consultant communicates with hospitalist after evaluating patient in person 99 24 (24.2%) 66 (66.7%) 9 (9.1%) 0 (%) 0 (%)

Consultant communicates with hospitalist after evaluating patient over the phone 103 2 (1.9%) 38 (36.9%) 25 (24.3%) 34 (33%) 4 (3.9%)

Consultant communicates with hospitalist after evaluating patient by page only  100 14 (14%) 71 (71%) 10 (10%) 5 (5%) 0 (0%)

Percentage of consults where hospitalists learned from interactions with consultant 102 1 (1%) 43 (42.2%) 37 (36.3%) 17 (16.7%) 4 (3.9%)
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on the interaction between hospitalists and internal medicine 
subspecialty attendings and fellows, outline the hospitalist 
perspective on consultant interactions and identify a number 
of factors that are amenable to intervention. We found that 
hospitalists perceive the consult interaction to be import-
ant for patient care and a valuable opportunity for their own 
learning. In-person communication was seen as an important 
component of effective consultation but was reported to occur 
in a minority of consultations. We demonstrate that hospital-
ist–subspecialty attending consult interactions are perceived 
more positively than hospitalist–fellow interactions. Finally, we 
describe barriers and facilitating factors that may inform future 
interventions targeting this important interaction.

Effective communication between consultants and the pri-
mary team is critical for both patient care and teaching interac-
tions.4-7 Pushback on consultation was reported to be the most 
significant barrier to hospitalist learning and had a major im-
pact on patient care. Because hospitalists are attending physi-
cians, we hypothesized that they may perceive pushback from 
fellows less frequently than residents.4 However, in our study, 
hospitalists reported pushback to be relatively frequent in their 
daily practice. Moreover, hospitalists reported a strong prefer-
ence for in-person interactions with consultants, but our study 
demonstrated that such interactions are relatively infrequent. 
Researchers in studies of resident–fellow consult interactions 

have noted similar findings, suggesting that hospitalists and 
internal medicine residents face similar challenges during con-
sultation.4-6 Hospitalists reported that positive interpersonal 
interactions and personal familiarity with the consultant posi-
tively affected the consult interaction. Most importantly, these 
effects were perceived to affect both hospitalist learning and 
patient care, suggesting the importance of interpersonal inter-
actions in consultative medicine.

In an era of increasing clinical workload, the consult inter-
action represents an important workplace-based learning 
opportunity.4 Centered on a consult question, the hospitalist–
consultant interaction embodies a teachable moment and can 
be an efficient opportunity to learn because both parties are 
familiar with the patient. Indeed, survey respondents reported 
that they frequently learned from consultation, and there was 
a strong preference for more teaching from consultants in this 
setting. However, the hospitalist–fellow consult interaction is 
unique because attending hospitalists are frequently commu-
nicating with fellow trainees, which could limit fellows’ confi-
dence in their role as teachers and hospitalists’ perception of 
their role as learners. Our study identifies a number of barriers 
and facilitating factors (including communication, pushback, 
familiarity, and clinical workload) that affect the hospitalist–
consultant teaching interaction and may be amenable to in-
tervention.

FIG 1. Barriers to and facilitating factors of patient care and hospitalist learning.
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Hospitalists expressed a consistent preference for interacting 
with attending subspecialists compared to clinical fellows during 
consultation. Preference for interaction with attendings was 
strongest in the areas of pushback, confidence in recommen-
dations, professionalism, and learning from consultation. Some 
of the factors that relate to consult service structure and fellow 
experience, such as timeliness of consultation and confidence 
in recommendations, may not be amenable to intervention. For 
instance, fellows must first see and then staff the consult with 
their attending prior to leaving formal recommendations, which 
makes their communication less timely than that of attending 
physicians, when they are the primary consultant. However, as-
pects of the hospitalist–consultant interaction (such as profes-
sionalism, ease of communication, and pushback) should not be 
affected by the difference in experience between fellows and 
attending physicians. The reasons for such perceptions deserve 
further exploration; however, differences in incentive structures, 
workload, and communication skills between fellows and at-
tending consultants may be potential explanations. 

Our findings suggest that interventions aimed at enhancing 
hospitalist–consultant interactions focus on enhancing direct 
communication and teaching while limiting the perception of 
pushback. A number of interventions that are primarily focused 
on instituting a systematic approach to requesting consultation 
have shown an improvement in resident and medical student 

consult communication17,18 as well as resident–fellow teaching 
interactions.9 However, it is not clear whether these interven-
tions would be effective given that hospitalists have more ex-
perience communicating with consultants than trainees. Given 
the unique nature of the hospitalist–consultant interaction, 
multiple barriers may need to be addressed in order to have 
a significant impact. Efforts to increase direct communication, 
such as a mechanism for hospitalists to make and request 
in-person or direct verbal communication about a particular 
consultation during the consult request, can help consultants 
prioritize direct communication with hospitalists for specific 
patients. Familiarizing fellows with hospitalist workflow and the 
locations of hospitalist workrooms also may promote in-per-
son communication. Fellowship training can focus on enhanc-
ing fellow teaching and communication skills,19-22 particularly 
as they relate to hospitalists. Fellows in particular may bene-
fit because the hospitalist–fellow teaching interaction may 
be bidirectional, with hospitalists having expertise in systems 
practice and quality efforts that can inform fellows’ practice. 
Furthermore, interacting with hospitalists is an opportunity for 
fellows to practice professional interactions, which will be crit-
ical to their careers. Increasing familiarity between fellows and 
hospitalists through joint events may also serve to enhance the 
interaction. Finally, enabling hospitalists to provide feedback 
to fellows stands to benefit both parties because multisource 

FIG 2. Hospitalist preferences with respect to consult fellows and consult attending physicians.
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feedback is an important tool in assessing trainee competence 
and improving performance.23 However, we should note that 
because our study focused on hospitalist perceptions, an ex-
ploration of subspecialty fellows’ and attendings’ perceptions 
of the hospitalist–consultant interaction would provide addi-
tional, important data for shaping interventions.

Strengths of our study include the inclusion of multiple study 
sites, which may increase generalizability; however, our study 
has several limitations. The incomplete response rate reduces 
both generalizability and statistical power and may have cre-
ated selection or nonresponder bias. However, low response 
rates occur commonly when surveying medical professionals, 
and our results are consistent with many prior hospitalist survey 
studies.24-26 Further, we conducted our study at a single time 
point; therefore, we could not evaluate the effect of fellow ex-
perience on hospitalist perceptions. However, we conducted 
our study in the second half of the academic year, when fel-
lows had already gained considerable experience in the con-
sultation setting. We did not capture participants’ institutional 
affiliations; therefore, a subgroup analysis by institution could 
not be performed. Additionally, our study reflects hospitalist 

perception rather than objectively measured communication 
practices between hospitalists and consultants, and it does not 
include the perspective of subspecialists. The specific needs 
of nurse practitioners and physicians’ assistants, who were ex-
cluded from this study, should also be evaluated in future re-
search. Lastly, this is a hypothesis-generating study and should 
be replicated in a national cohort. 

CONCLUSION
The hospitalists represented in our sample population per-
ceived the consult interaction to be important for patient care 
and a valuable opportunity for their own learning. Participants 
expressed that they would like to increase direct communi-
cation with consultants and enhance consultant–hospitalist 
teaching interactions. Multiple barriers to effective hospitalist–
consultant interactions (including communication, pushback, 
and hospitalist–consultant familiarity) are amenable to inter-
vention.

Disclosure: The authors have no financial disclosures or conflicts of interest.
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