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PERSPECTIVES IN HOSPITAL MEDICINE

 Reimagining Inpatient Care in Canadian Teaching Hospitals:  
Bold Initiatives or Tinkering at the Margins?
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Canada’s 17 medical schools and their affiliated teach-
ing hospitals are instrumental in serving local com-
munities and providing regional and national access 
to specialized therapies. Akin to many other coun-

tries, patients in Canadian teaching hospitals typically receive 
care from trainees supervised by attending physicians on teams 
that Canadians refer to as clinical teaching units (CTUs).1 For 
more than 50 years, the CTU model has served trainees, attend-
ings, and patients well.2 The success of the CTU model has been 
dependent on several factors including the crucial balance be-
tween the number of trainees and volume of patients. However, 
Canadian teaching hospitals are increasingly challenged by an 
imbalance in the trainee-to-patient volume equilibrium spurred 
by increasing patient volumes and declining house staff avail-
ability. The challenges we are facing today in Canada are similar 
to those teaching hospitals in the United States have faced and 
adapted to over the last 15 years. Can we build a new, sustain-
able model of inpatient care through attending-directed inpa-
tient services much as has happened in the US? 

Canada’s population of 36 million people is growing by ap-
proximately 1% per year, largely driven by immigration.3 At 
the same time, Canada’s population is aging and becoming 
increasingly medically complex; the percentage of Canadians 
age 65 years and older is anticipated to rise from approxi-
mately 17% today to 25% in 2035.4 Canada’s healthcare sys-
tem historically functioned with relatively few inpatient beds, 
encouraging efficiency particularly with respect to which pa-
tients require hospital admission and which do not.5 Although 
data suggest that the number of hospital admissions declined 
in Canada between 1980 and 1995, recent data documented 
that General Internal Medicine admissions increased by 32% 
between 2010 and 2015 and accounted for 24% of total hos-
pital bed days.6,7 The effects of population growth and aging 
on admission volumes might be mitigated to some extent by 
innovations in healthcare delivery such as improved access to 
primary care (largely family physicians in Canada). However, 
even with these innovations, a growing and aging population 

is likely to have a disproportionate effect on the types of un-
differentiated illnesses that are typically admitted to General 
Internal Medicine in Canadian teaching hospitals.  

Increasing volumes and complexity are occurring at the 
same time that residency training in Canada is undergoing 
an extraordinary shift, mirroring trends in other countries.8 
CTUs in Canada typically have a census of 20 or more patients 
and are staffed by an attending, one senior resident, two to 
three junior residents, and medical students. Recognition that 
physician fatigue is associated with patient safety events and 
physician burnout has led to shorter resident shifts, though 
Canadian hospitals typically operate without concrete work 
hour limits or “hard” caps on team size.8 To fulfill accreditation 
standards set by the Royal College of Physicians and Surgeons 
of Canada, residency programs have required increases in for-
mal teaching sessions during working hours, further reducing 
resident presence at the bedside. Many specialty training pro-
grams (eg, anesthesiology and ophthalmology) that tradition-
ally required trainees to rotate through General Medicine have 
eliminated this requirement. Moreover, postgraduate training 
now requires additional time be spent in ambulatory and com-
munity hospital settings to better prepare residents for prac-
tice.9 There is little enthusiasm for increasing the number of 
residents, as postgraduate training spots increased by 85% 
between 2000 and 2013, before stabilizing in recent years.10

These factors are leading to a substantial decline in resident 
availability on CTUs, shifting increasing amounts of direct pa-
tient care to attending physicians in Canadian teaching hos-
pitals across virtually all specialties. Unsurprisingly, increased 
rates of burnout and decreases in job satisfaction have been 
reported.11 The Royal College has yet to impose hard caps on 
team size, but many see this on the horizon.

Canadian teaching hospitals currently find themselves facing 
a confluence of factors nearly identical to those faced by teach-
ing hospitals in the United States during 2003 when the Ac-
creditation Council for Graduate Medical Education instituted 
resident duty hour restrictions to address concerns over trainee 
wellness, shift length, and patient safety.8 Instantly, hundreds of 
US teaching hospitals faced uncertainty over who would pro-
vide patient care when residents were unavailable. Virtually all 
US teaching hospitals responded with a creativity and speed 
that we are unaccustomed to in academic medicine. Hospitals 
reallocated money to finance attending-directed services where 
patient care was provided directly by attending physicians often 
working without trainees12 but frequently supported by nurse 
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practitioners or physician assistants.13 Despite the differences 
between US and Canadian healthcare, 15 years later, we in Can-
ada can and should learn from the US experience.14

Attending-directed services offer several advantages. First, 
attending-directed services offer patient outcomes includ-
ing ICU transfer, mortality, readmissions, and satisfaction that 
are similar, if not modestly improved, when compared with 
traditional teaching services.15 Results also suggest potential 
reductions in hospital length of stay and diagnostic testing.16 
Attending-directed services can enhance trainee education by 
insuring attending physician presence and oversight in-hospi-
tal 24-hours per day.17 Although not well studied, attending-di-
rected services may reduce variation in CTU patient census so 
that excess volumes can be absorbed by attending-directed 
teams even with seasonal surges (eg, influenza). Recognizing 
that many specialties were experiencing the same challenges 
as General Medicine in 2003, attending-directed services in 
the US have been designed to care for a wide spectrum of pa-
tients drawn from an array of different specialties with evidence 
of improved outcomes.12 Building attending-directed services 
in Canadian teaching hospitals may expand to include patients 
from multiple specialties and subspecialties (surgery, orthope-
dics, and cardiology) where patient volumes are increasing and 
resident coverage is increasingly scarce. 

The challenges that accompany the implementation of at-
tending-directed teams must be acknowledged. First, while 
attending-directed teams solve many problems for teaching 
hospitals, physician billings may not generate sufficient in-
come to be self-sustaining and require additional financial 
support.18 Without investment from hospitals or government, 
attending-directed models cannot flourish in teaching hospi-
tals. US hospitals typically provide substantial financial support 
($50,000-$100,000 per physician) to hospitalist programs, but 
Canadian teaching hospitals have been reluctant to follow suit.

Second, attending-directed services require a sustainable 

workforce. In Canada, inpatient care is provided predomi-
nately by family physician hospitalists in community hospitals, 
whereas internists typically fulfill these roles in teaching hospi-
tals.19 Family physician hospitalists are commonly represented 
by the Canadian Society for Hospital Medicine, which is the 
Canadian branch of the Society of Hospital Medicine. Hospi-
tal medicine in Canada is typically organized around physician 
training (family physician vs internist) rather than clinical focus 
(outpatient vs inpatient). Collaborative models of care that 
unite hospitalists from all training streams (family physician, 
internist, and pediatrics) are only just emerging in Canadian 
teaching hospitals. How these programs are developed will be 
critical to the successful growth of attending-directed services. 
Third, if attending-directed services expand in teaching hos-
pitals, the physicians who staff these services must come from 
somewhere. Either the “production” of physicians will need to 
increase or physicians will migrate to attending-directed ser-
vices from outpatient practice or from community hospitals.20 
Canadian teaching hospitals can also explore nurse practi-
tioners and physician assistants, a previously underutilized re-
source. Though the costs of such programs can be significant,21 
the payoff in safety, quality, and efficiency may be worth it—as 
demonstrated in the US system. Fourth, teaching hospitals and 
medical schools must create academic homes to support and 
mentor the physicians working on attending-directed services. 
Although physicians hired for attending-directed services pri-
marily provide direct patient care, few will join academic med-
ical centers solely for this purpose. Teaching hospitals and 
medical schools need to carefully consider job descriptions, 
mentoring, and career advancement opportunities as they 
build attending-directed services. Finally, the interactions be-
tween teaching and attending-directed services are complex. 
There is an inevitable learning curve as clinical operations and 
protocols are built and developed. For example, decisions 
need to be made about how patients are divided between 

TABLE. Challenges Facing Canadian Teaching Hospitals and Proposed Action Plan

Challenge Champions to Mitigate Challenge Stakeholders to Engage Anticipated Resistance Response

Unsafe patient volumes • Residency directors
• Hospital quality directors

• Hospital CEOs
• Patient advocacy groups
• Patient safety organizations
• Government payers

• Cost • Cost of patient harms including economic, 
medicolegal, and reputational damage to 
hospitals and staff

Reduced efficiency because  
of high volumes

• Division heads
• Chairs
• Service line chiefs
• Hospital senior administrators

• Hospital finance and operations staff • Cost • Costs of excess length of stay and delayed 
discharges

Costs of a “fix” • Hospital CEOs
• Deans
• Chairs

• Government payers • Cost • We are already bearing the costs in terms  
of patient safety events, delayed discharges, 
and physician dissatisfaction
• Canada spends a relatively modest amount 
of budget on healthcare compared with other 
developed countries

Staff Physician/ Faculty burnout • Hospital CEOs
• Deans
• Chairs

• Government payers • Cost
• Not our responsibility

• Cost of physician burnout is well quantified 
and tangible
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services and whether nocturnists are responsible for teaching 
overnight residents.17 Successful programs have the potential 
to benefit hospitals, patients, learners, and faculty alike. 

The risks associated with the status quo in Canada must also 
be addressed. Patient volumes and complexity in Canada are 
likely to continue to slowly increase, while the number of train-
ees in Canadian teaching hospitals will remain stable at best. 
Forcing more patients onto already overtaxed teaching ser-
vices is likely to worsen hospital efficiency, patient outcomes, 
and educational experiences.22 Forcing additional patient care 
onto overstretched faculty will slowly erode the academic work 
(teaching and research) that has characterized excellence in 
Canadian medicine. 

The changes we propose to overcome the challenges facing 
Canadian teaching hospitals are neither cheap nor easy (Ta-
ble). We expect resistance on many fronts. Implementing them 
will likely require concerted advocacy from a diverse group of 
champions shining a bright spotlight on the sizable challenges 
Canadian teaching hospitals are confronting. We believe that 
each challenge maps to a discrete group of champions with 
discrete targets within hospital leadership, medical school ad-
ministration, and government who will need to be engaged. In 
our opinion, organizing around these challenges offers the best 
opportunity to overcome the perpetual resistance around costs. 
Canadian teaching hospitals and their CTUs are under unprec-
edented pressure. Do we act boldly and embrace attending-di-
rected models of care or continue tinkering at the margins?
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