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In 1996, internists Robert Wachter, MD, and Lee Goldman, MD, 
MPH, coined the term “hospitalist” and predicted an “emerg-
ing role in the American health care system.”1 Pediatrics was not 
far behind: In 1999, Dr Wachter joined Paul Bellet, MD, in au-

thoring an article describing the movement within pediatrics.2 An 
accompanying editorial, coauthored by a pediatric hospitalist and 
an office-based practitioner, attempted to answer which was “bet-
ter” for a hospitalized child: A practitioner who knew the child and 
family or a hospitalist who might be more knowledgeable about 
the disease, its inpatient management, and how to get things done 
in the hospital?3 The authors could not answer which model was 
better for an individual child with an invested primary pediatrician, 
but concluded that hospitalists have the potential to improve care 
for all children in the hospital—the future promise of Pediatric Hos-
pital Medicine (PHM). This article traces the growth of PHM from 
1996 to the present, highlighting developments that fueled the 
hospital movement in general and PHM in particular (Table).

REGULATIONS FOSTER OPPORTUNITIES  
FOR HOSPITALISTS
In the 7 years after the article by Drs Wachter and Goldman, 
a series of regulations fostered the adoption of hospitalists in 
teaching hospitals. The first was the reissuance in 1997 of Inter-
mediary Letter 372, which specifies the requirements for attend-
ing physicians to bill Medicare.4 The common practice of jotting 
“agree with above” and cosigning resident notes was no lon-
ger sufficient: Attendings had to document that they personally 
provided services to patients beyond those of residents. As a 
demonstration of enforcement, records at the Hospital of the 
University of Pennsylvania in Philadelphia were audited, and a 
bill for $30 million for overpayments and penalties was issued.4 
Teaching hospitals took notice and instituted mechanisms to as-
sure compliance with IL-372, not limited to patients insured by 
Medicare. The obvious effect on faculty was the requirement of 
considerably more time and involvement in direct patient care. 

Later in the 1990s, the Accreditation Council for Gradu-
ate Medical Education (ACGME) introduced a new direction 

termed the Outcome Project, which led to two novel train-
ee competency domains: practice-based improvement and 
systems-based practice.5 The focus on quality improvement, 
patient safety, and systems was reinforced by two Institute of 
Medicine publications, To Err Is Human: Building a Safer Health 
System6 and Crossing the Quality Chasm: A New Health Care 
System for the 21st Century.7 Hospitalists had the opportunity 
to impact both patient care and the education of learners in 
two ways: Directly, by more actively participating in and closely 
supervising clinical care (per IL-372) and, indirectly, by improv-
ing hospital systems. 

In 2003, the ACGME extended work hour restrictions im-
plemented in New York State to the national level.8 The new 
requirements were intended to improve patient safety and 
increase trainee supervision, but also had the effect of reduc-
ing trainees’ clinical experience. While responses of teaching 
institutions varied, training program changes generated an in-
creased role for hospitalists.9

These changes occurred on a backdrop of changing mod-
els of healthcare payment that provided incentive to shorten 
length of stay (LOS) and shift care from inpatient to ambula-
tory settings, which increased the acuity and complexity of 
hospitalized patients. The pressure to increase efficiency and 
decrease LOS affected faculty, residents, and practitioners in 
the community. Managing care of inpatients from a distance 
became more difficult; rounding more than once a day was 
often required and was disruptive and inefficient, particularly 
for community practitioners who might have only one or two 
patients in the hospital. Moreover, the hospital electronic med-
ical record (EMR) became an additional barrier for many prac-
titioners to continue to provide hospital-based care. Systems 
often differed from those used in their offices, and even when 
this was not the case, using and maintaining efficiency in the 
different components of the EMR was difficult. The conversion 
from paper to electronic documentation and ordering may 
have contributed to some practitioners relinquishing care of 
their patients to hospitalists.

PEDIATRIC HOSPITAL MEDICINE:  
THREE PARENT ORGANIZATIONS
The development of PHM was aided by support from three 
separate organizations, each with a different role: the Society 
of Hospital Medicine (SHM), the American Academy of Pedi-
atrics (AAP), and the Academic Pediatric Association (APA). 
SHM was founded the year after the article by Drs Wachter 
and Goldman as the “National Association of Inpatient Phy-
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sicians.” The name was changed to Society of Hospital Med-
icine in 2003 to reflect the evolving field of hospital medicine. 
While the organization is largely comprised of internists, a 
pediatrician has been on its board since 1998, and a pediat-
rics committee (now Special Interest Group, SIG) has been in 
existence since 1999. (Appendix Tables 1a and 1b; Appendix 
Figures 1a and 1b). In 2005, an SHM task force was formed 
to define PHM-specific Core Competencies that could serve 
as a basis for curriculum building and a definition of the field. 
These inaugural PHM Core Competencies were endorsed by 
all three societies; published in 2010 in SHM’s flagship journal, 
the Journal of Hospital Medicine10; and were recently revised 
to reflect changes to the field in the past decade.11 SHM has 
provided valuable opportunities for hospitalists to develop 
knowledge and skills, particularly in matters related to health-
care operations and leadership, and it serves as a way to keep 
PHM connected with the larger hospital medicine community. 

The AAP initiated its efforts to engage hospitalists in 1998 
with the creation of a Provisional Section on Hospital Medi-
cine (SOHM) that became a full section a year later. (Appen-
dix Table 2; Appendix Figure 2) The SOHM listserv®, created 
in 2000, became a major vehicle for communication among 
hospitalists—including individuals who are not members of 
the SOHM—with more than 4,000 subscribers currently. Of the 
SOHM achievements noted in the Table, one deserves special 
mention: In 2006, SOHM formally recognized the large num-
ber of hospitalists in community hospitals and established a 
subsection with Karen Kingry Olson, MD, as inaugural leader. 
Many of the hospitalists in these sites provide care not only to 
children on inpatient units but also in areas such as the nursery, 
delivery room, and emergency department, functioning “like 
water on pavement—filling all the cracks in the hospital,” as 
Eric Biondi, MD, MS, puts it.12 It is a credit to the AAP and the 
PHM community that individuals from community hospitals 
have specifically been afforded leadership roles. SOHM mem-
bership has grown considerably from around 100 at inception 
to 2,700 in 2019. Participation in the AAP keeps PHM connect-
ed to the larger pediatrics community.

The APA established a Hospital and Inpatient Medicine SIG 
in 2001, the name of which was changed to Hospital Medicine 
SIG in 2004 (Appendix Table 3; Appendix Figure 3; Note: There 
had been an Inpatient General Pediatricians SIG in 1992, before 
the term hospitalist was coined, but it only met once.) In 2003, 
APA was the first national pediatrics organization to sponsor a 
PHM meeting. The meeting attracted 130 registrants and was 
considered successful enough to warrant another meeting in 
2005, this time with SHM and AAP joining as cosponsors. In 
2007, the triple-sponsored meetings became annual events, 
with 1,600 registrants at the 2019 meeting. The success of the 
initial meeting also caught the attention of APA leadership in 
another regard: a concern that the name of the organization 
might interfere with retaining hospitalists in the fold. In 2007, 
the Ambulatory Pediatric Association became the Academic 
Pediatric Association.13 Being connected with the APA affords 
PHM a connection to academic generalists and activities cen-
tral to the APA, such as research and education. 

TABLE. Timeline of PHM Milestones

1996 Robert Wachter and Lee Goldman coin term “hospitalist” and predict “emerging role.”1

1997 National Association of Inpatient Physicians founded (name changed to Society of 
Hospital Medicine, or SHM, in 2003).

Intermediary Letter 372 (IL-372) reissued by Medicare.4

1998 AAP creates Provisional Section on Hospital Medicine (becomes Section on Hospital 
Medicine, or SOHM, in 1999).

ACGME launches “The Outcome Project.”5

1999 Paul Bellet and Robert Wachter publish “Hospital Movement in Pediatrics,” with 
accompanying editorial.2,3

2000 Institute of Medicine publishes “To Err Is Human.”6

AAP SOHM creates listserv®.

2001 Institute of Medicine publishes “Crossing the Quality Chasm.”7

APA creates Hospital and Inpatient SIG (renamed Hospital Medicine SIG in 2004).

2002 Research network, Pediatric Research in Inpatient Settings (PRIS), launched.

2003 ACGME issues national work hour restrictions for residents.8

APA convenes first PHM meeting sponsored by national pediatrics organization.

First PHM textbook published28 (others followed29, 30, 31).

2005 AAP, APA, SHM convene first triple-sponsored national PHM meeting.

AAP SOHM publishes “Guiding Principles for Pediatric Hospitalist Programs (revised in 
2013).22, 23

First “modern” PHM fellowship opens at Children’s National Medical Center in 
Washington, DC.

2006 AAP SOHM creates Subcommittee on Community Hospitals.

ABP Foundation publishes first of a series of articles about PHM.16

2007 Triple-sponsored national PHM meetings become annual events.

Pediatric Hospital Information System (PHIS) publications increase.

2008 Value in Inpatient Pediatrics (VIP) network established (becomes part of AAP in 2011).

2009 Strategic planning “roundtable” convened.14

2010 Pediatric Hospital Medicine Core Competencies published (revision due in 2020).10,11

AAP SOHM publishes “Physicians role in coordinating care of hospitalized children” 
(revised in 2018).24, 25

2011 AAP launches Hospital Pediatrics journal.30

Joint Council on PHM formed (replaced by PHM Consortium in 2016).

First annual PHM fellows conference.

2012 PHM Strategic Planning Report published.17

2014 Advancing Pediatric Educator Excellence (APEx) program established by AAP (APA joins 
as cosponsor in 2015).

Proposal for subspecialty certification submitted to ABP (accepted 2015).19

2015 Council on Pediatric Subspecialties invites PHM to participate.

2016 American Board of Medical Specialties approves PHM as ABP subspecialty.

2017 ACGME agrees to accredit PHM fellowships.

2019 Curricular framework for fellowships published.24

PHM Entrustable Professional Activities published.25

First PHM subspecialty certification examination.

Abbreviations: AAP, American Academy of Pediatrics; ABP, American Board of Pediatrics; 
ACGME, Accreditation Council for Graduate Medical Education; APA, Academic Pediatric 
Association; SIG, Special Interest Group; PHM, Pediatric Hospital Medicine
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CONSOLIDATION OF PEDIATRIC  
HOSPITAL MEDICINE
In 2009, PHM leaders within SHM, APA, and AAP held a pivot-
al strategic planning “roundtable” to discuss the future of the 
field.14 A vision statement was developed, serving as a guide to 
the tasks needed to achieve the vision: “Pediatric hospitalists 
will transform the delivery of hospital care for children.” Five 
areas were considered: clinical, quality, research, workforce, 
and structure. Clinical practice was defined as including both 
“direct patient care and leadership of the inpatient service.” It 
was recognized that standardizing, disseminating, and increas-
ing knowledge to improve clinical care was important, but so, 
too, was taking on leadership roles to improve systems and 
extend into areas such as sedation. Quality improvement was 
identified as the measure by which the value of PHM would be 
assessed. To further efforts in this area, a PHM Quality Improve-
ment (QI) Collaborative work group was created. Research was 
clearly a necessary component to establish and advance the 
field. The Children’s Hospital Association had launched the 
Pediatric Health Information System (PHIS) database in 1993, 
and PHIS began to flourish as a research database when Samir 
Shah, MD, MSCE, and Matt Hall, PhD, headed the Research 
Groups in 2007. Discussions to form an independent research 
network began in 2001, and, in 2002, the Pediatric Research in 
Inpatient Settings network (PRIS) was launched, led by Chris-
topher Landrigan, MD, MPH.15 The APA provided organization 
support in 2006, but a redesign was considered necessary to 
further move the research initiative forward.15 A Research Lead-
ership Task Force was created, resulting in a new PRIS Network 
Executive Council, chaired by Rajendu Srivastava, MD, MPH, 
until 2016, when Karen Wilson, MD, MPH, became chair. Clin-
ical and workforce issues focused on the need to supplement 
residency training with added skills and knowledge to practice 
as a pediatric hospitalist. An Education Task Force was creat-
ed, charged with developing “an educational plan supporting 
the PHM Core Competencies and addressing hospitalist train-
ing needs, including the role as formal educators.” The task 
force was headed by Mary Ottolini, MD, MPH, MEd, who was 
aided by Jennifer Maniscalco, MD, MPH, MAcM. Regarding 
structure of PHM, the decision was made not to develop an 
independent society but to continue to function within and 
benefit from the resources of SHM, AAP, and APA, with a Joint 
Council on Pediatric Hospital Medicine (JCPHM). Established 
in 2011, the JCPHM included representatives of the AAP, APA, 
SHM, PRIS, VIP, community hospitals, and the Education Task 
Force. Erin Stucky Fisher, MD, MHM, served as the first chair. 
The JCPHM was replaced in the fall of 2016 by a Consortium 
on PHM, which consists of the chairs and chair elects of the 
AAP SOHM, the APA Hospital Medicine SIG, and the SHM pe-
diatrics committee. The leadership rotates annually among the 
three organizations. 

PATH TO SUBSPECIALTY STATUS
The American Board of Pediatrics (ABP) recognized the grow-
ing field of PHM and, through its foundation, commissioned 
a series of studies, the first of which was published in 2006 

entitled “Hospitalists in children’s hospitals: What we know 
now and what we need to know.”16 It was not clear whether 
the PHM community would pursue subspecialty certification. 
The leaders of the 2009 “roundtable” meeting commissioned 
a Strategic Planning Committee (STP) led by Christopher Ma-
loney, MD, PhD, and Suzanne Swanson Mendez, MD, to eval-
uate the best course of action: traditional ABP subspecialty 
certification, hospital medicine residency track (with or with-
out additional fellowship), Recognition of Focused Practice 
(as implemented by the American Board of Internal Medicine 
and American Board of Family Medicine), mandatory mentor-
ship program, or status quo with option for specialized train-
ing. There was considerable discussion of the alternatives in 
the PHM community. In 2012, the STP shared the results of 
Strengths-Weaknesses-Opportunities-Threats analyses—but 
did not issue a recommendation.17 The following year, a Na-
tional PHM Leaders Conference was held to consider the vari-
ous options. Participants concluded that the best path forward 
was to pursue subspecialty certification with a requirement for 
2 years of fellowship (after a time-limited period for practice 
pathway eligibility). Two years of fellowship was a departure 
from the ABP’s standard 3 years, but seemed acceptable 
based on the expectation that the research component would 
be integrated with clinical activities (eg, QI), rather than sepa-
rate bench research. The ABP Initiative on Subspecialty Clinical 
Training and Certification had recommended flexibility in the 
duration of fellowships,18 and PHM became the first discipline 
to take advantage of such flexibility. Following an 18-month 
review of multiple considerations, the ABP concluded that 
“children will be better served by establishing the discipline as 
a new subspecialty.”19 

The decision to pursue subspecialty certification was not 
unanimously embraced by the PHM community, with partic-
ular concerns expressed regarding the impact on Med-Peds 
hospitalists and the future in community hospitals. These 
were considered by the individuals writing the formal propos-
al to the ABP, but have not been resolved. Moreover, criteria 
for eligibility for the certifying examination under the Practice 
Pathway (“grandparenting”) evoked controversy,20 addressed 
by the ABP. 21 The first subspecialty certifying examination 
was ultimately administered to ~1,500 pediatric hospitalists 
in 2019. 

THE ONGOING EVOLUTION OF PEDIATRIC 
HOSPITAL MEDICINE
It is clear that PHM has established itself as a field, with networks 
for research and quality improvement, more than 50 fellowship 
programs, divisions in prestigious departments of pediatrics 
and children’s hospitals, devoted journals and textbooks, and 
a well-attended annual meeting. PHM has set standards for the 
core competencies in PHM,11, 12 for pediatric hospitalist pro-
grams,22, 23 for coordinating the hospital care of children,24, 25 for 
the curricular framework of fellowships,26 and for the Entrustable 
Professional Activities expected of a hospitalist.27 The vision for 
the future is that continued efforts in research, quality and sys-
tems improvement, and clinical care will, in fact, result in signifi-
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cant benefits for all hospitalized children. Such was the promise 
of PHM in the 1990s and remains so in 2019. 
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