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Academic hospital medicine can be described as comprising periods of “systole,”

during which hospitalists provide clinical care, and periods of “diastole,” the

portion of a hospitalist’s time spent in nonclinical activities. Far from being a

period of relaxation, diastole is an active component of a hospitalist’s work, the

time devoted to the pursuit of career advancement. This period is a critical

opportunity for career development in terms of medical research, education,

quality improvement, or administration. An appropriate balance of systole and

diastole may potentially prevent burnout and allow hospitalists opportunities to

focus on academic advancement. Although an increasing number of residency

graduates opt for a career in academic hospital medicine, few are prepared for the

period of diastole. This article describes several career options in academic hos-

pital medicine, specifically, opportunities in education, research, quality improve-

ment, and administrative opportunities. By informing future hospitalists about the

career opportunities within academic hospital medicine possible through manag-

ing their diastolic time, we hope that future generations of trainees will be better

prepared to enter this field. Journal of Hospital Medicine 2006;1:368 –377.
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There is a growing demand for hospitalists in the United States.
In academic settings, hospitalists are called on to perform a

variety of duties, from leading quality improvement initiatives to
serving on hospital committees to helping to offset restrictions on
work hours of the house staff.1 Although hospitalists may be well
positioned to take on these roles, obtaining adequate protected
time and recognition for such contributions remains a challenge.
The existing promotion and tenure processes at academic insti-
tutions may not give adequate consideration to such responsibil-
ities. Hospitalists who do not meet the traditional benchmarks of
teaching and research may suffer in their career advancement
and, ultimately, in their desire to remain in academics. Develop-
ing a sustainable and long-term career in hospital medicine is
important not only from a professional developmental standpoint,
but also because it may lead to better patient care; evidence from
a large multicenter hospitalist study suggests that physician expe-
rience is linked to improved patient care and outcomes.2 Thus, it
behooves academic medical centers that employ hospitalists to
create rewarding hospitalist career paths.

Goldman described academic hospital medicine as compris-
ing periods of “systole,” during which hospitalists provide clinical
care, and periods of “diastole,” the portion of a hospitalist’s time
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spent in nonclinical activities.3 Far from being a
period of relaxation, diastole is an active compo-
nent of a hospitalist’s work, the time devoted to the
pursuit of complementary interests, career ad-
vancement, and job diversity. A well-thought-out
plan for the diastolic phase of a hospitalist job
description can lead to significant improvement in
quality, education, research, and outcomes for an
academic medical center.4 A good balance of sys-
tole and diastole allows for focus on career devel-
opment and advancement and has the potential to
be very helpful in preventing burnout. This is of
particular concern to academic hospitalists, who
report working longer hours, feeling more stress,
and worrying more about burnout than their non-
hospitalist colleagues.5 This suggests the diastolic
phase is an important part of creating a sustainable
hospitalist job and should be funded as part of an
academic hospitalist position.

Although the optimal balance of systole and
diastole to prevent burnout is not known, outlining
clear expectations is an important strategy for pre-
paring physicians for a sustainable academic hos-
pitalist career. This is an important issue, given the
increasing number of residency graduates who are
choosing careers in hospital medicine.6 Based on
the reported career plans of residents taking inter-
nal medicine in-training exams from 2002 through
2006, the number of residents going into hospital
medicine has more than doubled, from 3% (in 2002)
to 6.5% (in 2006). The goal of this article is to
compare and contrast several career paths that bal-
ance systole and diastole in academic hospital
medicine. Specifically, we review training opportu-
nities for becoming a successful hospitalist-educa-
tor, hospitalist– quality expert, hospitalist-investi-
gator, and hospitalist-administrator.

EDUCATION (THE HOSPITALIST-EDUCATOR)
Hospitalists in academic centers often play central
roles as teachers and leaders in medical education.
This is not surprising given that most teaching of
medical trainees occurs in the inpatient setting.7

Furthermore, several studies have consistently
demonstrated that trainee satisfaction with teach-
ing by hospitalists is high, and hospitalists are rated
as more effective teachers than traditional subspe-
cialist ward attendings.8 –10

A typical hospitalist-educator position is 80%-
90% clinical time, with 10%-20% set aside for teach-
ing. However, academic hospitalists are often ex-
pected to teach medical trainees concurrently with

their clinical care activities, rather than during a
separate, protected time.11 Thus, most hospitalist-
educator responsibilities do not occur during dias-
tole, as may be conceived, but instead are add to
the systole. Small amounts of protected diastolic
time for a hospitalist-educator can be used for re-
lated administrative activities, such as writing let-
ters of recommendation, mentoring students and
residents, doing creative thinking and curriculum
development, and conducting educational re-
search, such as evaluating a new educational pro-
gram or curriculum. Some hospitalist-educator po-
sitions, such as director of the residency program or
internal medicine clerkship, are exceptions in that
they generally include a greater amount of pro-
tected time, which may be earmarked for adminis-
trative activities and hands-on teaching.

Education and Training
One possibility for advanced training in education
is the addition of a chief resident year, either at a
physician’s own institution or at another academic
center. Such a year provides an opportunity to con-
solidate knowledge, build a teaching portfolio, and
accumulate expertise in an area such as evidence-
based medicine or perioperative care. Serving as a
chief resident can enhance subsequent applica-
tions by being able to demonstrate the ability to
teach and, more importantly, to assume a leader-
ship role within an organization. These skills can be
applied to a number of activities in an academic
hospitalist program, such as heading a committee,
teaching during inpatient service time, or develop-
ing a new course for students, residents, or faculty.

An advanced training program in medical edu-
cation is also an option (Table 1). Offerings include
medical education fellowship training, formal de-
gree-granting programs (such as a master’s in
health professions education), or short-term inten-
sive coursework. Fellowships and degree-granting
programs are generally 2-year programs designed
for health professionals who want to better prepare
for educational leadership roles. Core topics in-
clude curriculum development, program evalua-
tion, instruction, student assessment, current edu-
cational issues, research methods, and leadership.
An alternative option for busy clinician-educators is
online or distance learning courses in medical ed-
ucation, which cover similar topics and skill sets. In
early 2006 the Society of Hospital Medicine released
the Core Competencies in Hospital Medicine, which
can serve as a useful framework for developing
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novel inpatient curricula for faculty, residents, and
students.12,13

Short-term extramural courses offered by insti-
tutions such as the Harvard Macy Institute for Med-
ical Educators and the Stanford Faculty Develop-
ment Program in Teaching can also provide
advanced instruction to hospitalist-educators.14,15

In addition to these training programs, the Society
of General Internal Medicine, along with other pro-
fessional societies, offers career development work-
shops for clinician educators on topics such as cur-
riculum development and teaching skills.

Regardless of the type of training, adequate
mentorship and resources are critical to the suc-
cessful application of new skills to the design or
evaluation of hospital-based curricula. Mentorship
may be available from institutional leaders in med-
ical education, even those not formally affiliated
with the hospitalist program. For instance, medical
school leaders, such as deans, division chiefs, chair-
persons, program directors, and clerkship directors,
can often be helpful in guiding junior faculty in
obtaining skills and time for teaching.

We encourage those interested in a career in

medical education to begin volunteering at their
institution early on. Volunteering to directly teach
residents and students (eg, assisting in introduction
to clinical medicine, giving lectures to third-year
clerks) can be a valuable way of becoming distin-
guished as a qualified teacher. Likewise, joining a
professional medical society of individuals with
similar interests can facilitate mentorship and skill
acquisition. Certain professional medical societies,
such as the American College of Physicians, pro-
mote national recognition through awarding fel-
lowships, an honor for those physicians who have
demonstrated superior competence in internal
medicine, professional accomplishment, and schol-
arship.16 Developing concrete examples of exper-
tise in the field, such as through the publication of
abstracts and articles on medical education and
development of curricula, help lead to advance-
ment in the educational track. Clear focus on a
career path, development of an intellectual prod-
uct, positive learner evaluation of educational ac-
tivities, and national recognition can all be used by
an academic institution to evaluate suitability for
promotion.

TABLE 1
Medical Education

Description Length of time Cost Source/website

Degrees/fellowships
Master’s in health professional education
(MHPE): Preparation for educational
leadership roles. Typical coursework in
curriculum development, program
evaluation, instruction, student assessment,
current educational issues, research
methods, and leadership.

Varies according to
program

Tuition ranges from
approximately $1500-$4300

Example: University of Illinois — http://www.uic.edu/com/
mcme/mhpeweb/Home.html

Fellowship in medical education: Prepares
faculty to pursue scholarship in medical
education or educational leadership or to
become effective teachers through
workshops, coursework, and/or a mentored
project. Often affiliated with a department of
medical education.

Varies according to
program. Generally 1
year.

Varies. May be subsidized in
certain institutions as part
of internal faculty
development.

Example: University of Michigan —
http://www.med.umich.edu/meded/MESP/

Short-term coursework
Harvard Macy Institute: Programs designed to
promote leadership and scholarship in
medical education

1- or 2-week programs Fees for the year 2006 are
$4500 USD.

http://www.harvardmacy.org

Stanford Faculty Development Center (SFDC):
Train-the-trainer approach for clinical
teaching and professionalism in
contemporary practice

4-week training sessions The institutions of faculty
selected for the month-
long training programs are
asked to pay a fee of
$5000. Transportation,
housing and food are not
included.

http://sfdc.stanford.edu/
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Rewards and Challenges
One of the rewards of a hospitalist-educator career
is being able to meaningfully interact with a variety
of trainees, including medical students and resi-
dents. As teaching attendings, hospitalist-educators
are likely to engage students and residents for
short-term but intensive periods, resulting in the
ability to influence career choice and professional
growth as a physician.17 Hospitalists may be called
on by trainees to serve as mentors or advisers and
to write letters of recommendation. In addition,
with experience, hospitalist-educators are well po-
sitioned to serve in administrative roles in medical
education, such as clerkship director or program
director.

Burnout is a particular concern for hospitalist-
educators, given the heavy clinical demands of in-
patient academic service combined with the addi-
tional pressure to be academically productive.5

Because of this, it is important to design academic
hospitalist-educator positions with a diastole that
contains time to recover from the heavy clinical
demands of inpatient service, in addition to provid-
ing time for career development activities.

Successful career development as an educator
can be difficult. There are relatively few venues at
which educational work can be peer-evaluated and
published, which are keys to successful academic
promotion.18 Because some educational journals
are highly competitive, one possibility way to get
educational work disseminated is through the
MedEd Portal, sponsored by the Association of
American Medical Colleges, which allows peer re-
view of medical educational materials, including
innovative curricula.19 In addition to original re-
search contributions, many scientific meetings and
medical education journals also accept descriptions
of interesting clinical vignettes and innovations in
medical education. New online education journals,
such as BMC Medical Education and Seminars in
Medical Practice, have expanded publication op-
portunities.20

Limited opportunities are available to help fund
research in medical education. Although funding
may be more readily available to educators who
focus on a particular clinical entity or patient pop-
ulation, most medical education research is con-
ducted with inadequate funding and requires ex-
tensive donated time by committed faculty.21 For
this reason, securing advanced training in medical
education and having protected time will allow

hospitalists on the educator track to compete more
successfully for limited educational research dollars
and to have sufficient time to produce and publish
scholarly work, thus improving their chances of
academic success and career satisfaction.

CLINICAL QUALITY AND OPERATIONS
IMPROVEMENT (THE HOSPITALIST–QUALITY
EXPERT)
Hospitalists are increasingly being called on to lead
clinical quality and operations improvement at ac-
ademic teaching hospitals. Benefits to the institu-
tion include the consistent presence of a commit-
ted physician who is able to plan and execute
change in the context of clinical care. This is in
contrast to the transient nature of residents and
nonhospitalist attending physicians, whose ability
to participate in such initiatives is impaired by the
scheduling of their rotations. Hospitalists, however,
are often able to cultivate long-standing relation-
ships with nurses, case managers, and hospital ad-
ministrators, thereby building the institutional
clout to lead such initiatives while considering
views from all the necessary stakeholders.22 Thus,
they are in a good position to serve as physician
champions and expedite the adoption of new inno-
vations within hospitalist groups and among other
physician groups and clinical staff.23,24

Education and Training
Being a successful agent of change requires knowl-
edge of the science of quality improvement coupled
with the skills necessary to make such changes,
such as the ability to perform a needs assessment,
to develop measures of performance, to negotiate
and motivate others to change behaviors, to adopt
new tools and practices, and to implement and test
interventions designed to improve care. It is possi-
ble for residents or junior faculty members to gain
this experience through designing and implement-
ing a quality improvement project during residency
training under the direction of a mentor.25,26 How-
ever, given the likely variability in such experience,
there is no substitute for formal training in these
core areas of hospital medicine.

A broad range of opportunities for advanced
training in quality and operations improvement are
available (Table 2). Choosing the correct program
may depend on baseline expertise, availability, and
the desired level of involvement. For example, in-
troductions to these skills can be obtained through
precourses or workshops at medical conferences
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such as the Institute of Healthcare Improvement or
the Society of Hospital Medicine. For more in-
depth training, the Advanced Training Program
(ATP) in Health Care Delivery Improvement, spon-
sored by Intermountain Healthcare, offers 12- to
21-day in-depth minicourses designed to train in-
dividuals for leadership positions in quality and
safety.27 Lastly, more structured fellowships, such
as the Veterans Affairs Quality Scholars Program or
the George W. Merck Fellowships in Health Care
Improvement, offer junior and midcareer faculty
the opportunity to obtain formal training in the
science of quality improvement.28,29 Because early-
career hospitalists may face geographic and finan-
cial restrictions, exploration of local or institutional
opportunities for advanced education in quality im-
provement can be particularly important.

Rewards and Challenges
Engaging in successful clinical or process improve-
ment can be very rewarding, both professionally
and personally. Professional gains include building
new interdisciplinary relationships and infrastruc-
ture to continually monitor and improve key per-
formance measures. In addition, a rigorous evalu-
ation of this type of work can result in being able to
make presentations at national meetings or to be
published in a variety of peer-reviewed medical
journals, including specialty journals for quality im-
provement work, such as Quality and Safety in

Healthcare and the Joint Commission Journal on
Quality Improvement. Many national medical
meetings, such as the Institute for Healthcare Im-
provement, the Society of Hospital Medicine and
other subspecialty society meetings, also provide
an opportunity to showcase innovations in prac-
tice.

Despite the potential rewards, it can also be
challenging for academic hospitalists to participate
in or lead quality improvement projects. One major
challenge is ensuring that hospitalists are engaged
in improvement work that is aligned with the inter-
ests of the hospital. Because most hospital admin-
istrators and frontline staff are employed by the
hospital, whereas those comprising the academic
faculty are employed by the university, this align-
ment is not always guaranteed. For example, an
area of interest to a hospitalist that also could lead
to academic productivity and career advancement
might not be considered a priority area of improve-
ment for the hospital because of competing clinical
or operations improvements. In this scenario, it can
be extremely difficult to engage other stakeholders
such as nurses or administrative support staff in
order to make a meaningful, sustainable change or
improvement. To avoid this situation, it can be
helpful from the outset to partner with hospital
quality leaders in discussing priority areas, with
attention to any potential interface in which hospi-
talist expertise is needed. In the event a potential

TABLE 2
Quality Improvement

Description Length of time Cost Source/website

Degrees/fellowships
Veterans Association National Quality
Scholars: Fellowship to learn and apply
knowledge for improvement of health care

2 years No cost, application to fellowship
program required

http://www.dartmouth.edu/�cecs/
fellowships/vaqs.html

George W. Merck Fellowship: Mentored
research or improvement project at Institute
of Healthcare Improvement with a plan to
return to home institution to execute
change

1 year No cost, application to fellowship
program required

http://www.ihi.org/IHI/About/Fellowships/

Short-term coursework
Intermountain Health Care: Designed to give
executives and quality improvement leaders
the necessary tools to conduct clinical
practice improvement projects.

20- and 12-day training
programs in Salt
Lake City, UT

Tuition for the 20-day program:
● $8500 for the first person
from each clinical team or
organization
● $8000 for the second person
attending the same session
● $7500 for the third person
attending the same session

http://cme.ihc.com/xp/ihe/institute/
education/
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project or area is identified, a hospitalist is partic-
ularly well positioned to serve as a physician cham-
pion, which is often key to the success of any hos-
pitalwide initiative. In some cases, hospital funding
may be available for these types of initiatives, in-
creasing the likelihood of resource development for
sustainable change.

RESEARCH (THE HOSPITALIST-INVESTIGATOR)
Few hospitalists devote most of their time to clini-
cal research. Having a strong research base is es-
sential for the field of hospital medicine to gain
credibility as a distinct specialty.4 Although the ini-
tial research in hospital medicine sought to prove
the value of the field itself, hospitalists have now
begun to focus on quality improvement and out-
comes research.30 –32 Because of their unique posi-
tion in clinical care, hospitalists are well situated to
oversee inpatient data collection and perform re-
search on a variety of conditions ranging from
acute coronary syndromes to venous thromboem-
bolism. Another potential area of research for hos-
pitalists is participation in clinical trials focused on
the inpatient setting. Although the proportion of
time spent in research can vary widely, to become
an independently successful clinical researcher typ-
ically requires a substantial amount of time be de-
voted to research. In general, at least 50% protected
time, greater if possible, is recommended.

Education and Training
To develop a career around research generally re-
quires advanced training in research methods. The
most frequently used option for obtaining such
training is through completing a clinical research
fellowship in general internal medicine or an equiv-
alent program, such as the fellowships adminis-
tered by the Robert Wood Johnson Clinical Scholars
Program (Table 3).33 Several academic centers also
have developed such hospital medicine fellowships,
which often can be tailored to provide the desired
experience in research ethics, methodology, and
statistical analysis.34,35 In selecting a training pro-
gram, prospective hospitalist-researchers should
consider the availability of suitable research men-
tors. Because hospital medicine as a field is rela-
tively new, research mentors within the group of
hospitalists may be scarce; if so, researchers should
seek appropriate mentorship from established in-
vestigators in other programs or departments. Ef-
fective mentorship is a strong predictor of future
research success.36

Negotiating protected time can be challenging
for new investigators, particularly when hospitalist
salaries are generated by clinical activity. Some ac-
ademic programs are willing to provide a few years
of departmental support to promising young inves-
tigators in order to allow them to develop their
research program and obtain additional funding.

TABLE 3
Research

Description Length of time Cost Source/website

Degrees/fellowships
Hospital or General Medicine Fellowships:
Designed to provide clinical research
training through mentored projects and
coursework with possible master’s
degree

Generally 2-year programs No cost, application to program is
required. Stipends vary.
No cost, application to program
is required

Hospital Medicine: http://www.hospitalmedicine.org/
Content/NavigationMenu/Education/Hospital
MedicinePrograms/Hospital_Medicine_Pr.htm
General Medicine:
http://www.sgim.org/fellowshipdir.cfm

Robert Wood Johnson Clinical-Scholars
Program: Training in health services
research with an emphasis on
community-based research and
leadership training.

2 years Stipends currently range from
$48,000 to $50,000 per year,
depending on the training site.

Robert Wood Johnson: http://rwjcsp.stanford.edu/

Short-term coursework
University-based summer programs in
clinical research (eg, Harvard University
Summer Session for Public Health
Studies which features graduate courses
in epidemiology, biostatistics,
economics, health care management,
etc.)

Intensive 3-week courses
in Harvard University
Summer Session

2004 tuition for each 2.5-credit
course was $1830. There is a
nonrefundable
deposit/registration fee of $125.
These fees do not include certain
course materials (ie, texts
estimated at $60 per course).

Example: Harvard School of Public Health —
http://www.hsph.harvard.edu/summer/brochure/
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Several career development awards are available
through the National Institutes of Health and
through non–federally funded sources.37,38 These
awards generally protect 3-5 years of a researcher’s
time for research and require that a substantial
proportion of time be devoted to that purpose,
often at least 75%.

To gain visibility as a researcher, it is advanta-
geous to present original findings at national meet-
ings, such as those of the Society of Hospital Med-
icine, the Society of General Internal Medicine, and
other subspecialty meetings.39,40 These meetings
not only increase awareness of a hospitalist’s re-
search but also provide opportunities for network-
ing and developing collaboration on research.
Many societies, including the Society of Hospital
Medicine, have research abstract competitions and
offer research grants for investigators that can help
to fund projects and support protected time.

Rewards and Challenges
There are many rewards and opportunities for a
hospitalist investigator, particularly because the
field is young and there are many unanswered re-
search questions related to inpatient medicine.
There are also the intrinsic rewards of being de-
voted to scientific inquiry and having greater au-
tonomy over how time is spent. A hospitalist’s
schedule can be well suited to research. Although
attending on the wards can be very time-consum-
ing, time off the wards is often free of outpatient
duties and can be entirely devoted to research.

There are also several challenges to becoming a
successful researcher. The pressure to obtain grant
funding and publish high-quality scientific manu-
scripts is high. Obtaining sufficient protected time
may be difficult in busy clinical departments, and
applying for grant funding is both time-consuming
and highly competitive. It is very important to be
familiar with the specific criteria for academic pro-
motion at one’s institution. Understanding these
expectations can help to effectively prioritize activ-
ities. Standard requirements generally include
number and quality of articles published in peer-
reviewed journals, successful application for re-
search funding, national recognition in the field,
service to the institution and research community,
and evidence of research independence. One sig-
nificant challenge is the lack of a single large fund-
ing source for hospital-related research. Although
the Agency for Healthcare Research and Quality
funds studies related to hospital care, such as on

the quality of care or cost effectiveness of various
system-based hospital care interventions, their
budget for investigator-initiated proposals is lim-
ited.41 One promising funding source for research
in hospital care is from agencies and foundations
dedicated to the aging population, such as the
National Institute for Aging (NIA), the Hartford
Foundation, and the Aetna Foundation, to name
a few.42,43 Yet research on hospital care alone,
without detailed attention to issues unique to
geriatric-specific conditions or populations, is
unlikely to be funded by these avenues. With few
federal grant programs directly suited to the
emerging research agenda in hospital medicine,
hospitalist-investigators may be at a disadvantage
for obtaining tenure-track positions, compared
with their subspecialist colleagues, who may re-
ceive funding from NIH agencies or foundations
dedicated to their own field.

ADMINISTRATION (THE HOSPITALIST-
ADMINISTRATOR)
Physician leaders in hospital administration are not
new. Many hospitals already include physicians in
senior management positions, such as chief medi-
cal officer.44 Naturally, a career in hospital admin-
istration is another potential path for “diastole” in
academic medical centers.

Education and Training
Although a master of business, health administra-
tion, or medical management is not a prerequisite
for the physician who wants to move into manage-
ment, it is an increasingly important credential for
senior administrative positions (Table 4). Primarily,
it serves as a signal that a physician is committed to
management and has a working knowledge of stra-
tegic planning, business models, human resources,
leadership, and clinical operations. For physicians
without formal business training who are interested
in management, exploring internal opportunities is
a necessary first step. Likewise, getting a business
degree is not as important as management experi-
ence. The successful application of business skills
requires practice, mentoring, and on-the-job expe-
rience. For hospitalists, this experience could be
obtained by volunteering to serve on committees
such as utilization review, quality assurance, cre-
dentialing, or medical staff executive committees.
In lieu of a graduate degree, physicians may wish to
participate in one of the many fellowships in health
services administration. These programs generally
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aim to provide practical mentored learning experi-
ence in a health care organization and may last up
to 2 years.45

For hospitalists and trainees considering a ca-
reer as an executive, the American College of Phy-
sician Executives can serve as a valuable resource.46

This organization, founded in 1975, offers educa-
tional resources, including publications, compre-
hensive CD-ROM products, and 1-day courses and
master’s degree programs in conjunction with sev-
eral leading business schools in medical manage-
ment. In addition, the Society of Hospital Medicine
offers a Leadership Academy designed to assist
practicing hospitalists in evaluating their leadership
strengths and applying them to everyday manage-
ment challenges.47 Such a program also can facili-
tate the development of a peer network and the
mentoring relationships needed to achieve these
goals.

Rewards and Challenges
The life of the physician executive can be reward-
ing, but making the transition may prove challeng-
ing. However, if physicians can navigate this tran-
sition successfully, they will likely find a wide array
of opportunities, as demand for physician-execu-
tives remains high.

One major challenge to becoming a physician-
executive is reconciling the administrative role with

the initial desire to enter a career in clinical medi-
cine.48 Physician-executives who continue to see
patients are more likely to be satisfied with their
jobs than physician-executives who do not.49 Phy-
sician-executives also may feel they are being crit-
icized by their purely clinical colleagues for working
in the business or management of medicine.50 Ac-
tual or perceived lack of support may promote iso-
lation and burnout.51 In addition, the constantly
shifting landscape of health care administration re-
sults in a much more unstable environment than
that found in clinical medicine. For example, the
risk of termination for a physician-executive is
20-40 times higher than that for a practicing physi-
cian.50 The reasons for this higher risk include per-
sonal conflict with a boss, reorganization (ie, down-
sizing, merging, etc.), and immediate departure of a
supervisor. Access to mentors, support groups, and
the option to practice part time are all potential
mechanisms to ensure long-term success as a phy-
sician-administrator.

CONCLUSIONS
As hospital medicine continues to grow and
evolve, designing sustainable and rewarding aca-
demic careers will be crucial to the success of the
field. Being able to balance clinical “systole” time
with obtaining the skills to support nonclinical
“diastole” time is important to ensuring a suc-

TABLE 4
Leadership/Administration

Description Length of time Cost Source/website

Degrees/fellowships
Master’s in business administration (MBA):
General management core with option for
courses specializing in health care.

Generally 2-year program Varies in accordance with each
institution.

Directory websites (MBA):
http://mba.gradschools.com/

Master’s in health administration (MHA): Studies
in analytic and management needs of health
care.

Generally 2-year program Varies in accordance with each
institution.

Directory websites (MHA): http://www.aupha.org/i4a/
pages/index.cfm?pageid�3359

Fellowship in health services administration:
Preceptor-directed program that provides
practical learning experience in a health care
organization beyond graduate-level academic
instruction.

Usually lasts 1-2 years. Compensation varies. Median
reported as $39,055.

Directory (American College of Healthcare Executives):
http://www.ache.org/pgfd/guidelines_cont3.cfm

Short-term coursework
Society of Hospital Medicine Leadership
Academy: Instruction for hospitalists in leading
change, communicating effectively, handling
conflict and negotiation, doing strategic
planning, and interpreting hospital business
drivers. Held biannually.

3- to 4-day program $1400-$1600. Discounted rate
for members of Society of
Hospital Medicine

http://www.hospitalmedicine.org/AM/Template.cfm?
Section�Home&TEMPLATE�/CM/HTMLDisplay.
cfm&CONTENTID�5340
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cessful career as an academic hospitalist. We
have described several possible career paths in
teaching, research, quality improvement, and ad-
ministration. By preparing future hospitalists
with the knowledge and skills required to assume
a variety of roles during their diastolic time, we
hope to encourage the growth of hospitalist lead-
ers with well-developed skill sets. If hospitalists
adequately prepare themselves, academic hospi-
tal medicine will likely remain sustainable and
rewarding, and future generations of trainees will
be inspired and prepared to enter the field.
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