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Hospitalists Can Take Leading Role
In Health Care Reform Efforts

B Y  A L I C I A  A U LT

N A T I O N A L H A R B O R ,  M D .  —  Hospitalists
should be feeling upbeat about the potential op-
portunities for their profession under the new health
care reform law, several speakers said at the annual
meeting of the Society of Hospital Medicine.

The law will give hospitalists a chance to show
that they can provide cost-effective and efficient
care, thus validating their specialty, speakers said at
a plenary session that opened the meeting.

For instance, the law apparently will rely heavi-
ly on so-called “accountable care organizations”
(ACOs), or groups of providers who pool their re-
sources and efforts, and then receive a single pay-
ment for a patient’s care. Although details are not
yet available regarding the form that most ACOs
will take, hospitalists “should be very excited”
about this development, as they will have a leading
role in helping such organizations to improve the
quality and cost-effectiveness of care, said Dr.
Ronald Greeno, cofounder and chief medical offi-
cer of Cogent Healthcare, a Brentwood, Tenn.–
based hospital medicine management and consult-
ing company. 

Dr. Patrick Conway, a former pediatric hospital-
ist who is now chief medical officer at the Depart-
ment of Health and Human Services, agreed that
health care reform will give hospitalists a greater
opportunity to make a difference because their ex-
perience in coordination of care will be even more
crucial in the new landscape. 

However, audience members expressed disap-
pointment that malpractice liability reform was not
addressed and that Congress did not replace
Medicare’s sustainable growth rate factor in either
of the health reform bills passed—the Patient Pro-
tection and Affordable Care Act and the Health
Care and Education Reconciliation Act of 2010. 

In response to an attendee’s question about per-
sonal accountability for health, Leslie Norwalk, for-
mer acting administrator of the Centers for
Medicare and Medicaid Services under President
George W. Bush, said that the law does place an im-
portant new emphasis on prevention and wellness,
but that changing patients’ health habits will be an
uphill battle in a largely sedentary society. 

Ms. Norwalk also predicted that comparative ef-
fectiveness research would rarely be used to guide
care decisions, even if it yielded important findings.

In a plenary session that ended the meeting, Dr.
Robert M. Wachter expressed a similar thought,
saying that although the government has been—
and will be—making a major investment in com-
parative effectiveness research, Medicare is forbid-
den from using the results to make coverage
decisions. The United States is likely to become a
major exporter of such research, joked Dr.
Wachter, chief of the division of hospital medicine
at the University of California, San Francisco. 

He said that although the passage of health care
reform was a remarkable political act, the legisla-
tion is designed to improve access to care and to re-
form the insurance market; many of the hard de-
cisions about health care quality, cost, and safety are
yet to be made.

Dr. Wachter said he is skeptical that ACOs could
become widespread. A handful of ACOs, such as
the Mayo Clinic and the Health System, are exam-
ples of how to integrate systems to provide high-
value, high-quality, low-cost care, he said. But these
systems are hard to emulate, Dr. Wachter said.

A small community hospital would be able to
learn more about care integration from the way its
own hospitalist group is working within its walls, he
added. “In many ways [hospitalist groups] will turn
out to be a model, a leading edge for doctor-hospi-
tal integration going forward,” he predicted. ■

D
r. Lori Heim is anything but a
typical hospitalist. She came to
the field after working for many

years as a family physician in the outpa-
tient arena, and she now enjoys the
chance to focus on quality and have time
for interests outside of her own practice.
And when Dr. Heim isn’t in the hospital,
she’s likely at the airport, on her way to
another meeting with lawmakers or
physicians to discuss health reform, work-
force issues, or the Medicare payment for-
mula. As the current president of the
American Academy of Family Physicians,
Dr. Heim brings a unique perspective to
her Laurinburg, N.C., hospital. 

Dr. Heim is the first family physician
to join the new hospital medicine pro-
gram at Scotland Memorial Hospital.
Currently, she practices alongside four in-
ternists and two family nurse practition-
ers as part of the growing program. Na-
tionwide, family physicians are a
minority in the hospitalist community.
The Society of Hospital Medicine re-
ports that fewer than 4% of hospitalists
are trained in family medicine, com-

pared with more than 80% of practicing
hospitalists who were trained in general
internal medicine. Similarly, only about
4% of AAFP members were working as
hospitalists in 2009. Whether that indi-
cates a lack of interest by hospitals or
family physicians is unclear. But Dr.
Heim said hospital medicine can be a
good option for family physicians, even
if it’s not a career-long choice. 

For some, it’s simply a love of hospital
medicine that drives the career choice. For
others, it may represent a chance to get
away from the administrative issues that
plague many family physicians in private
practice. And it can a pragmatic way to
get a better balance in their work and fam-
ily lives. “What this shows is the incredi-
ble opportunity that [physicians] have
within family medicine to tailor different
parts of medicine, different focuses, at dif-
ferent times of their career,” she said. 

For their part, family physicians can
bring additional skills to the hospital med-
icine world. For example, hospital medi-
cine groups with family physicians can ex-
pand the care they provide to children.

And Dr. Heim said that when she is called
to a medicine consult with obstetric and
gynecology patients, she is glad for her
broad-based training. “I’ve dealt with a lot
of the complications with regard to preg-

nancy and women’s issues,” she said. “It’s
very familiar territory given our training.” 

Dr. Heim said her own experience as
a hospitalist over the last 18 months has
really opened her eyes to systemwide is-
sues that can result in poor outcomes for
patients. Although family physicians of-
ten do a good job during the face-to-face
visit, there aren’t good systems to help
patients outside that encounter, she said.
And patients who can’t get an appoint-

ment to see their regular doctor, or who
don’t have a regular physician, often end
up hospitalized or readmitted. 

But Dr. Heim is using her position as
AAFP president to draw attention to
some of these gaps in care. She tells law-
makers and the media about her first-
hand experiences in the hospital, high-
lighting how conditions that can be
cheaply and easily treated in the prima-
ry care setting, such as hypertension,
can become expensive complications by
the time they reach her in the hospital. 

After her official leadership role with
AAFP wraps up in a few years, Dr. Heim
said she hopes to bring some of the in-
novative solutions she’s seen while trav-
eling around the country back to her
North Carolina hospital. She looks for-
ward to taking concrete steps on concepts
like the medical home neighborhood,
which envisions more coordinated pa-
tient care with roles for the hospital, the
hospitalist, the primary care physician,
subspecialists, and the community. ■
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AAFP President Charts Course as Hospitalist

ICU Handoffs Hard to
Define, Easy to Fumble

B Y  D A M I A N

M c N A M A R A

M I A M I B E A C H — Most
critical care patients experi-
ence at least 20 “handoffs”
during their average 4-day
hospital stay—handoffs that
are “major opportunities for
miscommunication” that
can lead to errors, Dr. An-
drew Shorr said. 

“These handoffs happen
routinely, and we have little
published evidence about
them. ... If this were going to
be an evidence-based talk, I
could sit down right now,”
he said at the annual con-
gress of the Society of Crit-
ical Care Medicine.

He calculated the scope of
the ICU problem as follows:
two physician handoffs and
three nursing handoffs per
day, multiplied by four for
the average length of stay,
equals at least 20 handoffs.
“And that is likely a conserv-
ative estimate,” he said.

Physicians “don’t know
any systematic way to do
this,” said Dr. Shorr, associ-
ate section director of pul-
monary critical care, Wash-
ington (D.C.) Hospital
Center, and a member of the
medicine faculty at George-
town University.

The complexity of ICU
care is one challenge: In a
study, a checklist developed
by surgeons worked well for
handoffs in all hospital set-
tings except critical care ( J.
Surg. Educ. 2008;65:476-85). 

The noise level and degree
of privacy also can play a
role. “If this is in a busy cafe-
teria while someone is grab-
bing coffee and about to
leave, [the handoff] is proba-
bly not going to go well,” Dr.
Shorr said.

Moreover, there is no stan-
dard definition of an effec-
tive handoff, he said. A hand-
off should involve interactive,
up-to-date communication
that employs repeat and read-
back techniques, according to
the Joint Commission’s Na-
tional Patient Safety Goals.
“I’ve never seen that in the
ICU,” he said. 

In addition, about one-
third of malpractice claim re-
views involve communica-
tion errors, and 40% of those
refer to patient handoffs, Dr.
Shorr said. A prospective
study is needed to determine
the most effective system for
handoffs in the critical care
setting, he said. ■
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