Hospitalists in the ICU: Necessary But Not Sufficient
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n the United States, up to 6 million patients are admitted

to intensive care units (ICUs) annually at a cost estimated to

exceed $80 billion or about 13% of total hospital costs.'? It

also appears that as our population ages and illness severity
increases, demand for ICU care is increasing.? Given its impor-
tance, the organization and delivery of critical care has been
extensively studied. High-intensity physician staffing by an in-
tensivist (all patients managed or comanaged by an intensiv-
ist), while inconsistently shown to be associated with improved
outcomes, has been endorsed as a high-quality care model
by professional societies and the Leapfrog group. Despite its
adoption by many hospitals, widespread implementation has
been hampered by a national shortage of intensivists that con-
tinues to worsen over time. Hospitals, by necessity, look to al-
ternative models to care for critically ill patients, and one such
model is the use of hospitalists.

The Society of Hospital Medicine estimates that there are
nearly 50,000 hospitalists practicing in the United States, and
several studies show they routinely provide care in the nation’s
ICUs.* While in some ICUs hospitalists work alongside intensiv-
ists, in many, they work without intensivist support, and regard-
less of the model, they often serve as the primary attending
physician. There is good reason to think this model of care
would be effective. Most hospitalists are internists, graduating
from training programs that tend to emphasize care of acutely
ill hospitalized patients. Hospitalists are often present in the
hospital 24/7, are comfortable working in multidisciplinary
teams, and routinely engage in quality improvement, which
are all characteristics common in highly functioning ICUs. Yet,
a study in this issue of the Journal of Hospital Medicine raises
some concern.

Sweigart and colleagues® surveyed 425 hospitalists to un-
derstand the structure and perception of their ICU practices.
Consistent with prior studies, 77% provided ICU care with 66%
serving as the primary attending. A novel finding is the high
level of angst and lack of support hospitalists perceived in
caring for these critically ill patients. Among rural hospitalists,
43% reported they were expected to practice beyond their
perceived scope of practice, and almost a third reported they
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never had sufficient intensivist support. Even more concern-
ing is that among hospitalists serving as the primary attend-
ing, over two-thirds reported difficulty transferring patients to
a higher level of care (Sweigart et al.?). While we have concerns
over how representative this sample is of hospitalist practice
(the survey response rate was only about 10%), it does appear
that many hospitalists feel very uncomfortable with the ICU
care they are providing and perceive barriers to moving their
patients to a potentially safer care setting.

While one might argue more intensivists would solve this
problem, calls for more intensivists are shortsighted, as there
are compelling reasons to believe that such efforts will do little
to address the mismatch between patient need and provider
supply. Graduate medical education slots for intensivists can-
not be easily and affordably increased, and even if more inten-
sivists could be trained, there are few incentives to encourage
them to work where they are needed most. Prioritization of in-
tensivist training also diverts resources from training demands
in equally important undersupplied specialties such as primary
care.® Finally, simply increasing intensivist supply fails to attend
to important issues surrounding the multidisciplinary nature of
care in an ICU, which relies heavily on multiple providers com-
municating and collaborating to provide optimal care. As not-
ed in the study by Sweigart and colleagues,® even in settings
where intensivists were available 24 hours per day or made all
major decisions, nearly one-third of hospitalists felt they prac-
ticed beyond their scope of expertise, suggesting that more
intensivists may do little to improve hospitalists’ comfort in car-
ing for patients in the ICU.

In lieu of increasing intensivist numbers, policymakers should
consider several strategies that have the potential to improve
the quality of care delivered to patients in the ICU without in-
creasing intensivists. Recent data suggest that some ICU pa-
tients can be safely managed by physician assistants and nurse
practitioners.”® Care models involving such providers may free
up overworked intensivists and hospitalists, allowing them to
focus their efforts on the sickest patients. ICU telemedicine has
also emerged as a promising tool that can bring the expertise
of intensivists to hospitals where they are needed. Beyond the
additional oversight of routine care practices it provides, tele-
medicine could allow rapid and real time consultation with in-
tensivists for clinicians at the bedside facing difficult manage-
ment decisions, potentially saving lives.” The rapid growth of
clinically integrated networks, which often include large well-
staffed medical centers surrounded by many smaller regional
hospitals, might facilitate faster implementation of innovative
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telemedicine models. Regionalization of care is a third strat-
egy that may improve the quality of care for the critically ill
without increasing intensivist supply. Regionalization seeks to
selectively transfer the most ill patients to high-volume centers
with the greatest expertise in critical care, a practice associated
with reduced mortality.”® Of course, for regionalization to be
successful, front-line providers like hospitalists need to be able
to orchestrate the transfer to the referral center, a process that,
as noted by Sweigart and others, is neither easy nor universally
successful.™

A final strategy would be to reduce the demand for intensiv-
ists through limiting the number of individuals in an ICU. While
policies that explicitly ration ICU beds for individuals who have
the greatest ability to benefit are ethically problematic, reduc-
tions in ICU beds would force providers to implicitly allocate
beds more efficiently. There are a multitude of studies showing
that our nation’s ICUs are often filled with patients who derive
little benefit from intensive care.™' Further research on ethi-
cally sound strategies to avoid ICU admission for patients un-
likely to benefit is desperately needed. With fewer patients in
an ICU, the busy intensivist could focus on the sickest patients
and spend more time communicating with hospitalists about
patients they are managing together.

Regardless of the care models that develop, hospitalists will
increasingly be called upon to staff ICUs. Hospitalists are nec-
essary, but as the study by Sweigart et al.> suggests, just throw-
ing them into our current ICU models with little support from
their critical care colleagues is not sufficient. In the absence of
a major influx of new intensivists, hospital medicine and criti-
cal care professional societies need to actively collaborate to
develop creative training and educational models that provide
hospitalists with the necessary skills to care for the critically
ill and to lead the multidisciplinary care teams they will work
within. More importantly, these professional societies must ad-
vocate together for more substantial reform to our current ICU
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care models. Novel solutions that prioritize the efficient use of
existing ICU beds for those individuals with the greatest ability
to benefit, but also capitalize on emerging technologies and
regional centers of excellence, have great potential to address
the mismatch between supply and demand. Given the increas-
ing demand and substantial cost for ICU care, we can't afford
to continue with business as usual.
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