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From the hospitalist perspective, triaging involves

the evaluation of a patient for potential admission

to an inpatient service. Although traditionally done
by residents, many academic hospitalist groups have
assumed the responsibility for triaging. We conducted
a cross-sectional survey of 235 adult hospitalists at

10 academic medical centers (AMCs) to describe the
similarities and differences in the triagist role and
assess the activities and skills associated with the role.
Eight AMCs have a defined triagist role; at the others,
hospitalists supervise residents/advanced practice

ospital medicine has grown dramatically over the past

20 years."? A recent survey regarding hospitalists’ clin-

ical roles showed an expansion to triaging emergen-

cy department (ED) medical admissions and transfers
from outside hospitals.® From the hospitalist perspective, triag-
ing involves the evaluation of patients for potential admission.*
With scrutiny on ED metrics, such as wait times (https://www.
medicare.gov/hospitalcompare/search.html), health system ad-
ministrators have heightened expectations for efficient patient
flow, which increasingly falls to hospitalists.>’

Despite the growth in hospitalists’ triagist activities, there has
been little formal assessment of their role. We hypothesized
that this role differs from inpatient care in significant ways.®®
We sought to describe the triagist role in adult academic inpa-
tient medicine settings to understand the responsibilities and
skill set required.

METHODS

Ten academic medical center (AMC) sites were recruited from
Research Committee session attendees at the 2014 Society
of Hospital Medicine national meeting and the 2014 Society
of General Internal Medicine southern regional meeting. The
AMCs were geographically diverse: three Western, two Mid-
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providers. The triagist role is generally filled by a faculty
physician and shared by all hospitalists.

We found significant variability in verbal communication
practices (P = .02) and electronic communication practices
(P < .0001) between the triagist and the current provider
(eg, emergency department, clinic provider), and in the
percentage of patients evaluated in person (P < .0001).
Communication skills, personal efficiency, and systems
knowledge are dominant themes of attributes of an
effective triagist. Journal of Hospital Medicine 2020;15:
87-90. © 2020 Society of Hospital Medicine

western, two Southern, one Northeastern, and two South-
eastern. Site representatives were identified and completed a
web-based questionnaire about their AMC (see Appendix 1
for the information collected). Clarifications regarding survey
responses were performed via conference calls between the
authors (STV, ESW) and site representatives.

Hospitalist Survey

In January 2018, surveys were sent to 583 physicians who
worked as triagists. Participants received an anonymous 28-
item RedCap survey by e-mail and were sent up to five remind-
er e-mails over six weeks (see Appendix 2 for the questions
analyzed in this paper). Respondents were given the option to
be entered in a gift card drawing.

Demographic information and individual workflow/prac-
tices were obtained. A 5-point Likert scale (strongly disagree
— strongly agree) was used to assess hospitalists’ concurrence
with current providers (eg, ED, clinic providers) regarding the
management and whether patients must meet the utilization
management (UM) criteria for admission. Time estimates used
5% increments and were categorized into four frequency cate-
gories based on the local modes provided in responses: Seldom
(0%-10%), Occasional (15%-35%), Half-the-Time (40%-60%), and
Frequently (65%-100%). Free text responses on effective/inef-
fective triagist qualities were elicited. Responses were included
for analysis if at least 70% of questions were completed.

Data Analysis

Quantitative

Descriptive statistics were calculated for each variable. The
Kruskal-Wallis test was used to evaluate differences across
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AMC s in the time spent on in-person evaluation and commu-
nication. Weighting, based on the ratio of hospitalists to survey
respondents at each AMC, was used to calculate the average
institutional percentages across the study sample.

Qualitative
Responses to open-ended questions were analyzed using the-
matic analysis.” Three independent reviewers (STV, JC, ESW)
read, analyzed, and grouped the responses by codes. Codes
were then assessed for overlap and grouped into themes by
one reviewer (STV). A table of themes with supporting quotes
and the number of mentions was subsequently developed by
all three reviewers. Similar themes were combined to create
domains. The domains were reviewed by the steering commit-
tee members to create a consensus description (Appendix 3).
The University of Texas Health San Antonio’s Institutional Re-
view Board and participating institutions approved the study
as exempt.

RESULTS

Site Characteristics

Representatives from 10 AMCs reported data on a range of
one to four hospitals for a total of 22 hospitals. The median
reported that the number of medical patients admitted in a
24-hour period was 31-40 (range, 11-20 to >50). The median
group size of hospitalists was 41-50 (range, 0-10 to >70).

The survey response rate was 40% (n = 235), ranging from
9%-70% between institutions. Self-identified female hospital-
ists accounted for 52% of respondents. Four percent were 25-
29 years old, 66% were 30-39 years old, 24% were 40-49 years
old, and 6% were >50 years old. The average clinical time spent
as a triagist was 16%.

Description of Triagist Activities

The activities identified by the majority of respondents across
all sites included transferring patients within the hospital (73%),
and assessing/approving patient transfers from outside hos-
pitals and clinics (82%). Internal transfer activities reported by
>50% of respondents included allocating patients within the
hospital or bed capacity coordination, assessing intensive care
unit transfers, assigning ED admissions, and consulting oth-
er services. The ED accounted for an average of 55% of calls
received. Respondents also reported being involved with the
documentation related to these activities.

Similarities and Differences across AMCs
Two AMCs did not have a dedicated triagist; instead, physicians
supervised residents and advanced practice providers. Among
the eight sites with triagists, triaging was predominantly done
by faculty physicians contacted via pagers. At seven of these
sites, 100% of hospitalists worked as triagists. The triage service
was covered by faculty physicians from 8-24 hours per day.
Bed boards and transfer centers staffed by registered nurs-
es, nurse coordinators, house supervisors, or physicians were
common support systems, though this infrastructure was or-
ganized differently across institutions. A UM review before ad-
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mission was performed at three institutions 24 hours/day. The
remaining institutions reviewed patients retrospectively.

Twenty-eight percent of hospitalists across all sites “Dis-
agreed” or “Strongly disagreed” that a patient must meet UM
criteria for admission. Forty-two percent had “Frequent” dif-
ferent opinions regarding patient management than the con-
sulting provider.

Triagist and current provider communication practices var-
ied widely across AMCs (Figure). There was significant variabili-
ty in verbal communication (P = .02), with >70% of respondents
at two AMCs reporting verbal communication at least half the
time, but <30% reporting this frequency at two other AMCs.
Respondents reported variable use of electronic communi-
cation (ie, notes/orders in the electronic health record) across
AMCs (P < .0001). Half of the hospitalists use it “Seldom”, 20%
use it “Occasionally”, and 23% use it “Frequently”.

The practice of evaluating patients in person also varied
significantly across AMCs (P < .0001, Figure). Across hospital-
ists, only 28% see patients in person about “Half-the-Time" or
more.

Differences within AMCs

Variability within AMCs was greatest for the rate of verbal com-
munication practices, with a typical interquartile range (IQR) of
20% to 90% among the hospitalists within a given AMC and for
the rate of electronic communication with a typical IQR of 0%
to 50%. For other survey questions, the IQR was typically 15 to
20 percentage points.

Thematic Analysis

We received 207 and 203 responses (88% and 86%, respec-
tively) to the open-ended questions “What qualities does an
effective triagist have?’ and ‘What qualities make a triagist inef-
fective?” We identified 22 themes for effective and ineffective
qualities, which were grouped into seven domains (Table). All
themes had at least three mentions by respondents. The three
most frequently mentioned themes, communication skills, effi-
ciency, and systems knowledge, had greater than 60 mentions.

DISCUSSION
Our study of the triagist role at 10 AMCs describes critical tri-
agist functions and identifies key findings across and within
AMCs. Twenty-eight percent of hospitalists reported admitting
patients even when the patient did not meet the admission cri-
teria, consistent with previous research demonstrating the in-
fluence of factors other than clinical disease severity on triage
decisions.'® However, preventable admissions remain a hospi-
tal-level quality metric."? Triagists must often balance each
patient’s circumstances with the complexities of the system.
Juggling the competing demands of the system while provid-
ing patient-centered care can be challenging and may explain
why attending physicians are more frequently filling this role.™
Local context/culture is likely to play a role in the variation
across sites; however, compensation for the time spent may
also be a factor. If triage activities are not reimbursable, this
could lead to less documentation and a lower likelihood that
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TABLE. Effective Triagist Domains

Domain

Communication, negotiation,
and relationship skills

Organizational skills

Systems and utilization
management knowledge

Attitudes regarding patients

Medical skills

Experienced

Professionalism

Definition

This domain encompasses successful and
collaborative interpersonal interactions.

This domain encompasses the use of time and
energy in an effective way.

This domain encompasses how we get everything
done in our system.

This domain encompasses patient-centeredness.

This domain encompasses medical and clinical
judgement.

This domain encompasses time and repeated
observation in an activity.

This domain encompasses personal qualities and
traits.

*Most dominant themes by number of mentions
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Relevant Theme(s)

Communication skills?

Established relationships with other services
Negotiation skills

Awareness of other providers’ goals and expectations

Efficient®

Organized

Prioritizes well

Thorough

Able to see the big picture
Decisive

Systems knowledge?
Knowledge of Utilization Management
Experienced

Patient-centered
Awareness of other providers goals and expectations

Medical knowledge
Good clinical judgement
Physically examines
Experienced

Experienced

Established relationships with other services
Able to see the big picture

Confident

Decisive

Emotional intelligence

Calm

Patient

Objective

Confident

Emotional intelligence

Awareness of other providers' goals and expectations

Quotes

“able to build relationships and work with people”

“There is often a lot of clinical information to interpret
and a good triagist can do this efficiently and effectively”

"comprehensive understanding of the capabilities of the
hospital system in which you work”

“willing to back down and provide for patient needs
in the event of a disagreement”

“ability to gauge clinical diagnosis and stability of patient”

“experience to understand what is important to look
at the time of triage”

"ability to keep calm in stressful situations, both internally
and externally”
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patients are evaluated in person.™ This reason may also ex-
plain why all hospitalists were required to serve as a triagist at
most sites.

Currently, no consensus definition of the triagist role has
been developed. Our results demonstrate that this role is
heterogeneous and grounded in the local healthcare system
practices. We propose the following working definition of the
triagist: a physician who assesses patients for admission, ac-
tively supporting the transition of the patient from the outpa-
tient to the inpatient setting. A triagist should be equipped
with a skill set that includes not only clinical knowledge but
also emphasizes systems knowledge, awareness of others’
goals, efficiency, an ability to communicate effectively, and the
knowledge of UM. We recommend that medical directors of
hospitalist programs focus their attention on locally specific,
systems-based skills development when orienting new hospi-
talists. The financial aspects of cost should be considered and
delineated as well.

Our analysis is limited in several respects. Participant AMCs
were not randomly chosen, but do represent a broad array of
facility types, group size, and geographic regions. The low re-
sponse rates at some AMCs may result in an inaccurate repre-
sentation of those sites. Data was not obtained on hospitalists
that did not respond to the survey; therefore, nonresponse
bias may affect outcomes. This research used self-report rather
than direct observation, which could be subject to recall and
social desirability bias. Finally, our results may not be general-
izable to nonacademic institutions.

CONCLUSION

The hospitalist role as triagist at AMCs emphasizes communi-
cation, organizational skills, efficiency, systems-based practice,
and UM knowledge. Although we found significant variation
across and within AMCs, internal transfer activities were com-
mon across programs. Hospitalist programs should focus on
systems-based skills development to prepare hospitalists for
the role. The skill set necessary for triagist responsibilities also
has implications for internal medicine resident education.*
With increasing emphasis on value and system effectiveness
in care delivery, further studies of the triagist role should be
undertaken.
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