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Several years after the inception of the hospitalist movement, hospitalist roles have

evolved in breadth and sophistication. Although public health is not formally

recognized or previously described as an arena for hospitalists, hospitalists are

often engaged in public health practice. This article attempts to alert hospitalists to

the potential to make contributions to the field of public health and defines the

public health skills that can positively affect the lives of their patients and the

communities they serve. In a public health role, hospitalists may improve the

quality of inpatient care. This article reviews how public health and hospital-based

practices have already intersected and proposes further development within this

discipline. In our ever-changing health care system, hospitalists play key roles in

the central public health domains of assessment, assurance, and policy develop-

ment. Insightful hospitalists will recognize and embrace these responsibilities in

caring for patients and society. Journal of Hospital Medicine 2007;2:93–101.
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The field of hospital medicine came into being in response to
numerous factors involving physicians, patients, and hospitals

themselves1 Now, years later, hospital medicine is a specialty that
is growing, both in size and sophistication such that the role of the
hospitalist is constantly evolving.2 A compelling function that has
not yet been clearly articulated is the opportunity for hospitalists
to serve as public health practitioners in their unique clinical
environment. There is precedence for the power of collaboration
between medicine and public health as has been seen with emer-
gency medicine’s willingness to embrace opportunities to advance
public health.3–5

In public health, the programs, services, and institutions in-
volved emphasize the prevention of disease and the health needs
of the population as a whole. Public health activities vary with
changing technology and social values, but the goals remain the
same: to reduce the amount of disease, premature death, and
disease-associated discomfort and disability in the population.6

The authors of a leading textbook of public health, Scutchfield and
Keck, contend that the most important skill for public health
practice is the capacity to visualize the potential for health that
exists in a community.6

Hospitalists care for a distinct subset of the general popula-
tion—inpatients, only a small percentage of society in a given year.
Yet over time hospitalists affect a substantial subset of the larger
population that uses considerable health care resources.7–9 Fur-
thermore, hospitalization can be a sentinel event with public
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health implications (eg, newly diagnosed HIV infec-
tion or acute myocardial infarction in a patient with
an extended family of cigarette smokers). This pre-
sents an opportunity to educate and counsel both
the patient and the patient’s social network. One
model of public health practice by hospitalists is to
influence the patient, his or her family, and the
community by touching and inspiring the hospital-
ized patient.

Hospitalists are already involved in many of the
core functions of public health (assessment, assur-
ance, and policy development; Fig. 1).10 Achieving
ongoing success in this arena means developing
hospitalists who are consciously in tune with their
roles as public health practitioners.

In this article we define the specific public
health contributions that hospitalists have made
and describe the possibilities for further innovative
advances. To this end, we outline specific public
health roles under the broad categories of assess-
ment, assurance, and policy. We point to advances
in public health accomplished by hospitalists as
well as those being performed by nonhospitalists in
the hospital setting. We conclude by describing
some of the barriers to and implications of hospi-
talists taking on public health roles.

ASSESSMENT
Assessment is the systematic collection, analysis,
and dissemination of health status information.10

These activities include disease surveillance and
investigation of acute outbreaks or changes in the
epidemiology of chronic diseases. Assessment
also involves understanding the health of a pop-
ulation and the key determinants of a popula-
tion’s health from a variety of perspectives: phys-
ical, biological, behavioral, social, cultural, and
spiritual.6 Human health has been defined as a
state characterized by anatomic integrity; ability
to perform personally valued family work and
community roles; ability to deal with physical,
biologic, and social stress; a feeling of well-being;
and freedom from the risk of disease and un-
timely death.6 Hospitalists interact with individ-
uals at times of stress and acute illness and thus
have a unique opportunity to assess the strength,
viability, and resources available to individuals.
Key roles that may fall within the auspices of
assessment in hospital medicine are infection
control, epidemic recognition, disaster response,
preventive care, substance abuse treatment, and
chronic disease management.

FIGURE 1. Selected public health roles of hospitalist physicians. The Institute of Medicine (IOM) has delineated the core functions of public health as assessment,

assurance, and policy development. Various potential roles are organized around the IOM’s defined core public health functions as outlined in the text (*examples

of preventive care are HIV testing and initiation of antilipidemic medications in the hospital; †hospitalists could recognize and have an impact on epidemics such

as influenza and SARS; ‡roles in the core functions yet to be described).
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Infection Control
Physicians caring for inpatients have a crucial stake
in controlling hospital infection as exemplified by
the work of Flanders et al. on preventing nosoco-
mial infections, especially nosocomial pneumo-
nia.11 They describe specific strategies to prevent
iatrogenic spread such as washing hands before
and after patient contact, establishing guidelines
against the use of artificial fingernails, using in-
dwelling devices such as catheters only when abso-
lutely necessary, and using sterile barriers.11 Hos-
pitalists such as Sanjay Saint have led the way in
studying methods to reduce bladder catheteriza-
tion, which has been associated with urinary tract
infections12; others have collaborated on work to
prevent infections in nursing homes.13 Given the
importance of this field, there is room for further
hospitalist involvement. Novel methods for infec-
tion control in hospitals have been studied by non-
hospitalists such as Wisnivesky, who prospectively
validated a clinical decision rule to predict the need
for respiratory isolation of inpatients with sus-
pected tuberculosis (TB). This prediction rule,
which is based on clinical and chest radiographic
findings, was able to accurately identify patients at
low risk for TB from among inpatients with sus-
pected active pulmonary TB isolated on admission
to the hospital.14 Retrospective application of the
prediction rule showed respiratory precautions
were inappropriately implemented for a third of
patients.14 These studies are examples of empiric
public health research performed in the inpatient
setting. In the infection control domain, candidate
issues for further study could include interventions
aimed at reducing rates of Clostridium difficile, de-
veloping programs for standardized surveillance of
hospital infection, validating electronic markers for
nosocomial infection, and taking innovative ap-
proaches to improving hand-washing practices in
the hospital.15,16

Recognizing Epidemics
An excellent example of the importance of hospi-
talists embracing public health and remembering
their patients are part of a community was the
severe acute respiratory syndrome (SARS) outbreak
in Toronto, Ontario, Canada. The outbreak is
thought to have begun with a single traveler. With
the transfer of patients and the movement of visi-
tors and health care workers among facilities, SARS
quickly spread through Toronto, making it the larg-

est SARS-affected area outside Asia.17 Approxi-
mately a month after the outbreak was recognized
in Toronto, it was thought to be over, and the World
Health Organization (WHO) removed Toronto from
its SARS-affected list.17 Unfortunately, patients with
unrecognized SARS remained in health care insti-
tutions, including a patient transferred to a rehabil-
itation center. Infection quickly spread again, re-
sulting in a second phase of the outbreak.17

The SARS outbreak served as a reminder that a
global public health system is essential and taught
many lessons17 germane to pandemics that recur
annually (eg, influenza viruses) as well those that
episodically threaten the health of the population
(eg, avian flu). Proposed actions to prevent a repeat
of the scenario that occurred with SARS in Toronto
include assessing the current facilities (eg, isolation
rooms and respiratory masks) at each institution,
identifying health care workers willing to serve as
an outbreak team, and the hiring staff to train hos-
pital personnel in personal protective equipment
(PPE) and infection control policies.18 The Centers
for Disease Control and Prevention (CDC) contends
that planning for the possibility of a virulent pan-
demic at the local, national, and global levels is
critical to limiting the mortality and morbidity
should such occur.19,20 In a previous article, Pile
and Gordon declared hospitalists are key players in
institutional efforts to prepare for a viral pandemic
such as influenza and should be aware of lessons
that may be applied from responses to pandemics
such as SARS.19 Well placed to recognize clinical
trends that may herald epidemics, hospitalists can
fulfill some of the necessary public health respon-
sibilities delineated above.

Disaster Response
Natural disasters and terrorism are in the forefront
of the popular press and are also high priorities in
health care and public health.21 Terrorism and nat-
ural disasters cause significant injury, illness, and
death.22 Hospital-based health care providers fulfill
a variety of roles when terrorist acts and disasters
occur, including reporting, diagnosing, and manag-
ing illness, providing preventive measures (eg, vac-
cines and preparedness kits), preventing the sec-
ondary spread of disease, assisting in the
investigation of the causes of disease outbreaks,
participating in preparedness planning, and evalu-
ating preparedness policies and programs.22 The
experience gained in the aftermaths of Hurricanes
Katrina and Rita with their unprecedented death,
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injury, destruction, and displacement should help
to guide future response and recovery activities.23

Hospitalists were at the forefront of delivering care,
living in their hospitals for days after Hurricane
Katrina. Without question, hospitalists will be
called on again to serve those affected by disasters.

Preventive Care
For many patients admitted to the hospital, meet-
ing a hospitalist is their first encounter with a phy-
sician in years.24,25 In these instances, hospitalists
must ensure that patients’ immunizations are up-
to-date and arrange appropriate follow-up care
with primary care providers. Greenwald described
an important role that hospitalists could play in
HIV prevention by promoting HIV testing in the
hospital.26 The CDC recently confirmed the wisdom
of this approach and estimates that the 250,000 to
1.2 million people in the United States with HIV
infection who do not know their serostatus play a
significant role in HIV transmission.26,27 In an effort
to promote testing, the CDC has initiated a program
aimed at incorporating HIV testing into routine
medical care, as recommended by others.28 More
than a quarter of patients with HIV in the United
States are diagnosed in the hospital, and for many
other patients, hospitalization is their only real op-
portunity to be tested.26,29 Similarly, when hospital-
ists find elevated cholesterol or triglycerides in rou-
tine evaluations of patients who present with chest
pain, they have to decide whether to initiate lipid-
lowering medications.30 The hospitalist is some-
times the only physician that patients repeatedly
admitted, may see over prolonged periods. It fol-
lows that if hospitalists are remiss in delivering
preventive care to such patients, they lose the op-
portunity to positively affect their long-term health.
In practice, hospitalists perform myriad preventive-
care functions, although there is scant literature
supporting this role. Hospitalists have an opportu-
nity to collaborate in research projects of hospital-
initiated preventive care that measure outcomes at
the community level.

Substance Abuse
In the Unites States, 25%-40% of hospital admis-
sions are related to substance abuse and its sequel-
ae.31 These patients frequently are admitted to gen-
eral medicine services for detoxification or
treatment of substance-abuse-related morbidity,
although some American hospitals have specialized
treatment and detoxification centers. There is a

pressing need for more models of comprehensive
care that address the complex issues of addiction,
including the biological, social, cultural, spiritual,
and developmental needs of patients.32

Hospitalists routinely counsel their patients
with substance abuse problems and often consult a
chemical dependency counselor, who provides pa-
tients with additional information about outpatient
or inpatient facilities that may help them after their
hospitalization. Unfortunately, because of the nat-
ural history of substance abuse, many of these pa-
tients are rehospitalized with the same problems
even after going through rehabilitation. The adop-
tion of a public health philosophy and approach by
hospitalists may assist patients who have addic-
tions through innovative multidisciplinary inter-
ventions while these patient are being detoxified.
Traditionally, these responsibilities have fallen to
primary care providers and psychologists in sub-
stance abuse medicine; but, as mentioned previ-
ously, many such patients are rehospitalized before
they make it to their follow-up appointments.

In a study examining smoking cessation prac-
tices among Norwegian hospital physicians, 98% of
the doctors stated they ask their patients about
their smoking habits, but fewer than 7% of these
physicians regularly offer smoking-cessation coun-
seling, hand out materials, or give patients other
advice about smoking cessation.33 That study illus-
trates that hospital doctors often ask about prob-
lems but can certainly improve in terms of inter-
vention and follow-up. Other works by
nonhospitalist physicians have examined the real
potential of inpatient interventions for smoking
cessation. Most of this work involves a multidisci-
plinary approach that relies heavily on nurses. For
example, Davies et al. evaluated the effectiveness of
a hospital-based intervention for smoking cessation
among low-income smokers using public health
methodologies. The intervention was effective and
promising as a way to affect smokers in under-
served communities.34

Chronic Disease Management
Public health roles involving chronic disease man-
agement include surveillance, intervention design,
and implementation of control programs.6 Given
their access to data on hospitalized patients, hos-
pitalists can carry out surveillance and empirical
population-based research about hospitalized pa-
tients with chronic illnesses. Thoughtfully designed
protocols can measure the success of interventions
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initiated in patients while hospitalized, with further
data collection and follow-up after patients have
returned to the community.35 Such endeavors can
improve the likelihood that patients with chronic
conditions are effectively referred to programs that
will maintain their health and functional status.36 If
hospitalists consider themselves public health pro-
viders, encounters with these hospitalized patients
will go beyond noting that their chronic conditions
are stable and instead will lay the groundwork to
prospectively control these conditions. This ap-
proach would have the potential to reduce the
number of future hospitalizations and lead to
healthier communities.37 To truly carry this out ef-
fectively, coordinated collaboration between pri-
mary care providers and hospitalists will be neces-
sary.

ASSURANCE
Assurance is the provision of access to necessary
health services. It entails efforts to solve problems
that threaten the health of populations and em-
powers individuals to maintain their own health.
This is accomplished by either encouraging action,
delegating to other entities (private or public sec-
tor), mandating specific requirements through reg-
ulation, or providing services directly.10 Hospitalist
teams aim to ensure that the high-quality services
needed to protect the health of their community
(hospitalized patients) are available and that this
population receives proper consideration in the al-
location of resources. The few studies to date that
have directly examined the quality of care that hos-
pitalists provide38 have done so using evidence-
based measures believed to correlate with im-
proved health care outcomes.38 The ambiguities in
assessing quality may in part limit such studies.39

Specific hospitalist roles that fall under the assur-
ance umbrella include antibiotic optimization, pal-
liative care, patient safety, and medical error man-
agement.

Antibiotic Optimization
Inappropriate use of antimicrobial treatment for
infectious diseases has cost and public health im-
plications.40 These inappropriate uses include giv-
ing antibiotics when not indicated, overusing
broad-spectrum antibiotics, making mismatches
between microbes and medicines when cultures
and information on test sensitivity are available,
and using intravenous formulations when oral ther-
apy would suffice.41 The public health impact goes

way beyond increasing selective pressure for anti-
microbial resistance to include safety, adverse
events, and increased costs to both patient and
hospitals.40 At our institution, the hospital medi-
cine service and infectious disease division have
jointly developed and implemented an intervention
to reduce inappropriate antibiotic use. At other in-
stitutions, hospitalist teams have developed proto-
cols for treating infectious diseases commonly en-
countered in the hospitalized patient.42 The
recommendations of both Amin and Reddy for
management of community- and hospital-acquired
pneumonia acknowledged that through establish-
ment of clinical care pathways, variation in pre-
scribing patterns among hospitalists can be de-
creased while optimizing outcomes.42 The work of
Williams and colleagues is another example of ad-
vances by hospitalists. They reviewed the literature
to determine that the use of combination antibiot-
ics as empiric therapy for community-acquired
pneumonia is superior to the use of a single effec-
tive antibiotic in treating bacteremic patients with
pneumococcal community-acquired pneumonia.43

Palliative Care
Mortality is a vital outcome measure of public
health research and interventions. Not surprisingly,
many people are hospitalized in the final months of
their life and often die in a hospital. Pantilat
showed that hospitalists can respond to these cir-
cumstances and have the opportunity to improve
care of the dying.44 – 46 Muir et al. evaluated the
convergence of the fields of palliative care medicine
and hospital medicine and reviewed the opportu-
nities for mutual education and improved patient
care.47 They described how the confluence of the
changing nature and site of death in the United
States coupled with the reorganization of hospital
care provides a strategic opportunity to improve
end-of-life care.47 Hospitalists can ensure that care
of the dying is delivered with skill, compassion, and
expertise. And so it is imperative they be trained to
accomplish this objective.47,49

Fortunately, hospitalists already appear to en-
hance patient–physician communication. Auer-
bach looked at communication, care patterns, and
outcomes of dying patients, comparing patients be-
ing cared for by hospitalists with those being care
for by community-based physicians. Hospitalists
had discussions with patients or their families
about care more often than did nonhospitalist phy-
sicians (91% versus 73%, respectively, P � .006).49
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Because the delivery of high-quality palliative care
is time consuming and complex, alternative models
for billing or the use of physician extenders or con-
sultants may be necessary at some institutions.

Patient Safety and Medical Error Management
Hospitalists have been in the forefront of promot-
ing a culture of patient safety.50 Their continuous
presence in the hospital and their interactions with
members of health care teams from multiple disci-
plines who share this goal make them important
facilitators. Hospitalists have increasing involve-
ment in systems-based efforts aimed at reducing
medical errors.50 Hospitalists are being asked to
lead committees that adopt multidisciplinary ap-
proaches to reduce adverse events, morbidity, and
mortality.50 These committees often have represen-
tation from pharmacy, nursing, and other key hos-
pital stakeholders including from the administra-
tion.51 Quality assurance activities assess locally
collected data and compare results with local and
national benchmarks. There are several published
examples of hospitalists engaged in patient safety
and medical error management. For example, Sho-
jania et al compiled evidence based safety practices
in an effort to promote patient safety.52,53 Schnip-
per studied the role of pharmacist counseling in
preventing adverse drug events (ADEs) after hospi-
talization and found that pharmacist medication
review, patient counseling, and telephone follow-
up were associated with a lower rate of preventable
ADEs 30 days after hospital discharge.54 Moreover,
Syed paired hospitalists and pharmacists to col-
laboratively prescribe medications appropriately.
In one study there were fewer medication errors
and adverse drug reactions in patients treated by a
team led by hospitalists than in those treated by the
control group, made up of nonhospitalist attend-
ings.55

POLICY
Policy development defines health control goals
and objectives and develops implementation
plans for those goals.10 By necessity, it operates at
the intersection of legislative, political, and regu-
latory processes.10 At many institutions, hospital-
ists have been involved in the development of
policies ensuring that the core functions of as-
sessment and assurance are addressed and main-
tained. In fact, hospitalists report that develop-
ment of quality assurance and practice guidelines
accounts for most of their nonclinical time.56 This

role of hospitalists is supported by anecdotal re-
ports rather than published empiric evidence.57

For example, at Johns Hopkins Bayview Medical
Center, hospitalist-led teams have developed tri-
age and patient handoff policies designed to im-
prove patient safety. Parameters for admission to
the general medicine ward have been elaborated
and are periodically refined by the hospitalist
team.

Another area that falls within the genre of pol-
icy is development of clinical practice guidelines.
Guidelines for the treatment of pneumonia, con-
gestive heart failure, deep-vein thrombosis prophy-
laxis, alcohol and drug withdrawal, pain manage-
ment, delirium, and chronic obstructive pulmonary
disease have been developed by nonhospital-
ists.58,59 These areas are considered core competen-
cies in hospital medicine, and as such, hospitalists
have an obligation to review and refine these guide-
lines to ensure the best provision of care to our
patients.59

Hospitalists have been engaged in upholding
guidelines that affect community practice. For ex-
ample, in a study comparing treatment of patients
admitted with congestive heart failure by hospital-
ists compared with that by nonhospitalists, hospi-
talists were found to be more likely to document
left ventricular function, a core measure of quality
as defined by JCAHO.39,60 Knowledge about cardiac
function can direct future care for patients when
they return to the community and into the care of
their primary care providers. In another example,
Rifkin found that patients with community-ac-
quired pneumonia treated by hospitalists were
more rapidly converted to oral antibiotics from in-
travenous antibiotics, facilitating a shorter length of
stay,61 which reduced the opportunity for nosoco-
mial infections to propagate. Because hospitalists
are skilled at following guidelines,59 it follows that
they should seize the opportunity to develop more
of them.

As the hospitalist movement continues to grow,
hospitalists will likely be engaged in implementing
citywide, statewide, and even national policies that
ensure optimal care of the hospitalized patient.

BARRIERS TO HOSPITALISTS FOCUSING ON PUBLIC
HEALTH
Hospitalists are involved in public health activities
even though they may not recognize the extent of
this involvement. However, there may be some
drawbacks to hospitalists viewing each patient en-

98 Journal of Hospital Medicine Vol 2 / No 2 / Mar/Apr 2007



counter as an opportunity for a public health inter-
vention. First, in viewing a patient as part of a
cohort, the individual needs of the patient may be
overlooked. There is inherent tension between pop-
ulation-based and individual-based care, which is a
challenge. Second, hospitalists are busy clinicians
who may be most highly valued because of their
focus on efficiency and cost savings in the acute
care setting. This factor alone may prevent substan-
tive involvement by hospitalists in public health
practice. Moving beyond the management of an
acute illness may interfere with this efficiency and
cost effectiveness from the hospital’s perspective.
However, interventions that promote health and
prevent or reduce rehospitalizations may be cost
effective to society in the long run. Third, current
billing systems do not adequately reward or reim-
burse providers for the extra time that may be nec-
essary to engage in public health practice. Fourth,
hospitalists may not have the awareness, interest,
training, or commitment to engage in public health
practice. Finally, there may not be effective collab-
oration and communication systems between pri-
mary care providers and hospitalists. This barrier
limits or hinders many possibilities for the effective
execution of several public health initiatives.

CONCLUSIONS AND IMPLICATIONS
Hospitalists and the specialty of hospital medicine
materialized because of myriad economic forces
and the need to provide safe, high-quality care to
hospitalized patients. In this article we have de-
scribed the ways in which hospitalists can be ex-
plicitly involved in public health practice. Tradi-
tionally, physicians caring for hospitalized patients
have collected information through histories and
physical examinations, interpreted laboratory data
and tests, and formulated assessments and plans of
care. To become public health practitioners, hospi-
talists have to go beyond these tasks and consider
public health thought processes, such as problem-
solving paradigms and theories of behavior change.
In adopting this public health perspective, hospi-
talists may begin to think of a patient in the context
of the larger community in order to define the
problems facing the community, not just the pa-
tient, determine the magnitude of such problems,
identify key stakeholders, create intervention/pre-
vention strategies, set priorities and recommend
interventions, and implement and evaluate those
interventions. This approach forces providers to
move beyond the physician–patient model and

draw on public health models to invoke change.
Hopefully, future research will further convince
hospitalists of the benefits of this approach. Al-
though it may be easier to defer care and manage-
ment decisions to an outpatient physician, data
suggest that intervening when patients are in the
hospital may be most effective.62,63 For example, is
it possible that patients are more likely to quit
smoking when they are sick in the hospital than
when they are in their usual state of health on a
routine visit at their primary care provider’s of-
fice?64 Further, although deferring care to a primary
care provider (PCP) may be easier, it is not always
possible given these barriers: (1) some patients are
routinely rehospitalized, precluding primary care
visits, (2) some recommendations may not be re-
ceived by PCPs, and (3) PCP–patient encounters are
brief and the agendas full, and there are limited
resources to address recommendations from the
hospital.

As hospitalists become more involved in public
health practice, their collaboration with physicians
and researchers in other fields, nurses, policymak-
ers, and administrators will expand. Succeeding in
this arena requires integrity, motivation, capacity,
understanding, knowledge, and experience.65 It is
hoped that hospitalists will embrace the opportu-
nity and master the requisite skill set necessary to
practice in and advance this field. As hospitalist
fellowship programs are developed, public health
practice skills could be incorporated into the cur-
riculum. Currently 6 of 16 fellowship programs offer
either a master of public health degree or public
health courses.66 Public health skills can also be
taught at Society of Hospital Medicine meetings
and other continuing medical education events.

With the evolution of hospital medicine, hospi-
talists have to be malleable in order to optimally
meet the needs of the population they serve. The
possibilities are endless.
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