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venience, and responding quickly
to a nurse’s concerns.

Patients who are unfamiliar with
the hospitalist model may become
dissatisfied if the hospitalist has lit-
tle knowledge of the patient’s his-
tory, if the referring

PRACTICE TRENDS

Hospitalists Get High Marks

satisfaction results. “My hospital-
ists really took this to heart” after
learning about the survey ques-
tions, he said.

In an effort to improve hospitalist
performance, Dr. Whitcomb devel-
oped a patient satisfac-

physician does not inform
the patient about the hos-
pitalist’s role, or if the
hospitalist does not ex-

See related
commentary
on page 14.

tion survey instrument in
collaboration with Nan-
cy Mihevc, Ph.D,, a con-
sultant in Florence, Mass.

plain his or her relation-
ship with the referring physician, Dr.
Whitcomb said.

Satisfaction scores are most visible
on the Web site of the Centers for
Medicare and Medicaid Services, at
www.hospitalcompare.hhs.gov. The
scores are taken from the Hospital
Consumer Assessment of Health-
care Providers and Systems (HC-
AHPS) survey, which has three
physician-specific questions (the
possible responses are never, some-
times, usually, or always):

» During this hospital stay, how of-
ten did doctors treat you with re-
spect?

» During this hospital stay, how of-
ten did doctors explain things in a
way you could understand?

» During this hospital stay, how of-
ten did doctors listen carefully to
you?

Dr. Whitcomb urged hospitalists
to familiarize themselves with those
questions as a way to boost patient

They have used it to
query patients at three hospitals:
two urban hospitals with relatively
mature hospitalist programs, and
one suburban hospital with an “ado-
lescent” program, he said.

“I was surprised at how happy pa-
tients were with their hospitalist,”
said Dr. Whitcomb, adding that he
expected them to say that they pre-
ferred their personal physician over
the hospitalist.

Patients were most satisfied when
hospitalists spent time with them,
seemed to be easy to talk to and
available, and provided good coor-
dination of care. High marks also
were given when the physician man-
aged transitions well and treated
pain. And most patients wanted a
business card, and said that getting
one was memorable, he said.

Dr. Mihevc said that surveys
should be designed based on the
main objective, such as getting an
outside perspective on quality, fo-

cusing on a previously identified
problem area, assessing whether an
improvement project is effective, or
providing data to credentialing or
payer organizations.

As for benchmarking, Dr. Whit-
comb said that he did not think that
hospitalists should be assessed in
comparison with all other physicians.
Instead, they should be bench-
marked against other hospitalist
groups at comparable hospitals, but
that can be difficult. One alternative
is to compare hospitalist patients ad-
mitted through the emergency de-
partment to all medical patients ad-
mitted through the ED. Patients who
are admitted through the ED tend to
be less satisfied overall, so their rat-
ings can provide a kind of baseline.

Hospitalists can improve patient
satisfaction by having a script for
each encounter, handing out busi-
ness cards, or offering brochures with
a picture of the physician, answers to
frequently asked questions, and con-
tact information for the hospitalist.
Hospitalists also should respect pa-
tient privacy and specifically name
the receiving hospitalist when hand-
ing a patient off in the middle of a
hospital stay, Dr. Whitcomb said.

Another good technique is to con-
clude a visit by sitting down with the
patient and asking an open-ended
question, thereby encouraging the
patient’s involvement, he added. B

Disclosures: Dr. Whitcomb reported
that he receives research grants from
the SHM.
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Family Opinions
Important in Recruiting
Hospital Faculty

‘ ) 7hen recruiting top personnel to a hospital, it’s

crucial to gain the approval of the candi-
date’s spouse and family, according to an online sur-
vey conducted by the executive search and con-
sulting firm MillicanSolutions.

The survey, which included responses from 36
academic medical centers in the United States and
Canada, showed that although work environment
and salary were the top challenges in retaining fac-
ulty members, the concerns of family members and
spouses were the most important elements in the
recruiting process. The survey was conducted in
collaboration with the Association of Administra-
tors in Academic Pediatrics.

More than a third of the respondents ranked fam-
ily and spouse concerns as the greatest challenge in
recruiting faculty. About 21% cited salary and ben-
efits, and only 10% of academic medical centers
said that work environment was a major factor.
Similarly, family and spouse concerns were the top
reasons cited by candidates in rejecting a job offer.
Family matters also topped the reasons for resig-
nation in the survey.

Hospital executives should pay attention to this
trend and bring families into the interview process
early, said Wesley D. Millican, CEO of MillicanSo-
lutions. Typically, spouses and family members
don’t visit the facility until the second interview.
Hospitals can save time and money by involving
families right away and finding out what they
want, which may have more to do with sports and
music opportunities for children than with salary
and advancement opportunities, Mr. Millican said.

—NMary Ellen Schneider

Managing Patient Assignments Properly Boosts Efficiency

BY ALICIA AULT

FROM THE ANNUAL MEETING OF THE SOCIETY
OF HOSPITAL MEDICINE

NATIONAL HARBOR, MD. — Hospi-
talists within a practice most likely know
which of their colleagues want time off
on nights and weekends, but they prob-
ably haven't given a lot of thought to
how to efficiently assign new patients,
Dr. John Nelson said.

Managing patient assignments suc-
cessfully improves physician and patient
satisfaction, said Dr. Nelson of Nelson
Flores Hospital Medicine Consultants, La
Quinta, Calif., and Dr. Troy W. Ahlstrom,
chief financial officer of Hospitalists of
Northern Michigan, Traverse City.

A successful assignment system feels
fair to the hospitalist, supports continu-
ity of care, and allows other physicians
in the hospital to always know which
hospitalist is caring for a patient, said Dr.
Nelson, who also is the medical director
for the hospitalist practice at Overlake
Hospital, Bellevue, Wash.

One commonly used method involves
distributing patients sequentially and as-
signing based on location—for instance,
one physician takes floors 1 and 3, and
another floors 2 and 4. Load leveling also
is common, but can be time consuming
to manage, Dr. Nelson said. With that
method, the next patient is assigned to

the physician with the lightest patient
load at that time.

Less common is uneven assignment,
when one physician might take all the ad-
missions on one day and none the next.
Another method is for a hospitalist to be
paired with a primary care physician, tak-
ing all of his or her patients. With this ap-
proach, the primary care physician will
always know who is covering his or her
patients, and patients who are admitted
repeatedly will always have the same
hospitalist. A variation is for repeat pa-
tients to always be admitted by the same
physician.

Even with an assignment scheme in
place, hospitalists have to be prepared to
cope with special cases, such as “bounce
backs”—patients readmitted shortly after
discharge. Dr. Nelson suggested estab-
lishing a formal policy on how to handle
such situations. Formal policies should
also be in place for assignment excep-
tions when one hospitalist is at the cap
for new admissions and the others in the
practice are not, or when other physi-
cians request a consultation with a spe-
cific hospitalist. Finally, practices should
anticipate what to do when a patient
“fires” a particular hospitalist, and they
should have a policy for that, he said.

Using a “triage” or “hot” pager, in
which all patients are routed first
through the pager operator, usually a

hospitalist, can also help with assign-
ments, Dr. Nelson said.

Another option is exempting hospital-
ists from taking any new admissions the
day before they rotate off shift. Assum-
ing that the average length of stay is 4
days and that hospitalists work 7 con-
secutive days, this method of assign-
ment means that 71% of patients will see
the same physician throughout their stay,
Dr. Nelson said. If, instead, the physician
gets the same patient load every day, in-
cluding the day before going off shift,
only 57% of patients will see the same
hospitalist for the duration of their stay.

The advantages of the exemption
scheme include better continuity of care,
fewer handoffs, and more time for the
physician to “tee up” patients for the in-
coming hospitalist, Dr. Nelson said.
However, it also means that the other
physicians in the practice will need to
take more patients on some days.

Dr. Ahlstrom said the traditional mod-
el of 7 days on/7 days off did not work
well at his practice at the Alpena (Mich.)
Regional Medical Center. So the Alpena
practice instituted a flexible full-time
equivalent (FTE)-based work schedule
that allows each hospitalist to tailor his
or her patient load each day.

It's a somewhat complicated approach,
however. The FTE is defined by the num-
ber of patients seen per day—for in-

stance, if the FTE is defined as 16 patients
a day, and the practice admits about 160
patients daily, 10 FTE physicians are need-
ed to cover each day. Physicians are
queried about how many patients they
want to take on each day. They are as-
signed FTE numbers based on patient
load and then scheduled accordingly so
that the entire practice has coverage for
all of the anticipated admissions.

The flexible schedule lets the physician
work in a pattern that is optimal for his
or her lifestyle and compensation needs,
Dr. Ahlstrom said. Finally, although it’s a
great retention tool because it allows
physicians to maintain a work-life balance,
it can make recruitment more difficult be-
cause there can be some initial resistance
to nontraditional scheduling, he added.

Compensation is based solely on pro-
ductivity, which may give some hospital-
ists pause. Because it is so complicated,
the Alpena practice has a dedicated em-
ployee who works 20-40 hours a week
solely on scheduling at the three hospitals
it serves. Start-up costs are about $20,000,
primarily for the software and hardware
needed, he said. [ |

Disclosures: Dr. Ahlstrom disclosed that
he is a consultant with Hospital Solutions
of Michigan. Dr. Nelson reported that in
addition to his consultancy, he is a
stockholder in Ingenious Med.



