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BACKGROUND: Hospital medicine has grown rapidly, but hospital leaders’ perceptions of current and future drivers of

hospitalist growth are unknown.

OBJECTIVE: To determine hospital executives’ perceptions of factors leading to hospitalist implementation and their vision

for hospitalists’ work roles.

SETTING: Nonfederal, acute care hospitals in California.

PARTICIPANTS: California hospital leaders (eg, chief executive officers).

INTERVENTION: Cross-sectional survey from 2006 to 2007.

MEASUREMENTS: We asked California hospital leaders whether their hospitals had a hospitalist service and the prospects for

growth. In addition, we examined factors responsible for implementation, scope of hospitalists’ practices, and need for

additional certification as perceived by hospital leaders.

RESULTS: We received surveys from 179 of 334 hospitals (response rate of 54%). Of the 64% of respondents that reported the

use of hospitalists, none intended to decrease the size of their hospitalist group, and 57% expected growth over 2 years. The

most common reasons for implementing a hospitalist program were to care for uncovered patients (68%) and improve cost/

length of stay (63%). Respondents also indicated that demand from other physicians was an important factor. Leaders

reported that hospitalists provide a wide range of services, with a majority involved in quality improvement projects (72%)

and medical comanagement of surgical patients (66%). Most leaders favor additional certification for hospitalists.

CONCLUSIONS: There is widespread adoption of hospitalists in California hospitals, with an expectation of continued growth.

The drivers of the field’s growth are evolving and dynamic. In particular, attentiveness to quality performance and demand

from other physicians are increasingly important reasons for implementation. Journal of Hospital Medicine 2009;4:528–534.

VC 2009 Society of Hospital Medicine.
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In the late 1990s, hospitalist systems grew rapidly in an

environment where cost containment was paramount, com-

plexity of patients increased, and outpatient practices expe-

rienced increasing productivity and efficiency pressures.1–5

While the healthcare delivery environment has changed sig-

nificantly since that time,6–8 hospitalists have continued to

become more common. In fact, the field’s present size of

more than 25,000 has already exceeded early projections,

and there are no signs of slackening demand.9–11

Growth has been attributed to primary care physicians’

increasing focus on outpatient care, hospitals’ response to

financial pressures, and the need to facilitate improved

communication among various hospital care providers.12–16

Hospital leadership has played a similarly important role

in fueling the growth of hospitalists, particularly since the

vast majority of programs require and receive institutional

(usually hospital) support.17 However, the factors that con-

tinue to influence leaders’ decisions to utilize hospitalists
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and the current and future needs that hospitalists are ful-

filling are unknown. Each of these factors is likely to

impact growth of the field, as well as the clinical and

organizational identity of hospitalists. In addition, an

understanding of the ‘‘market demand’’ for hospitalists’

competencies and the roles they play in the hospital may

inform any changes in board certification and training for

hospitalists.11,18–21

To gain a more complete understanding of a key part of

the engine driving the growth of hospitalists, we performed

a cross-sectional survey of California hospital leaders who

were involved with the funding or administration of their

hospitalist groups. Our survey aimed to understand: (1) the

prevalence of hospitalist groups in California hospitals, (2)

hospital leaders’ rationale for initiating the use of hospital-

ists, (3) the scope of clinical and nonclinical practice of hos-

pitalists, and 4) hospital leaders’ perspective on the need for

further training and/or certification.

Materials and Methods
Sites and Subjects
We targeted all nonfederal, nonspecialty, acute care hospitals

in California (n ¼ 334) for this survey. We limited our survey

to California in order to maximize our local resources and to

improve implementation of and response to the survey.

Additionally, California’s size and diversity gives it dispropor-

tionate impact and potential generalizability. At each site, we

focused our efforts on identifying and surveying executives

or administrative leaders involved in organizational and staff

decisions, specifically the decision whether or not to hire

and/or fund a hospitalist program and potentially direct its

activities (described in more detail below). The University of

California, San Francisco, Committee on Human Research

approved the research protocol.

We identified hospital leaders at each site by merging in-

formation from multiple sources. These included the Ameri-

can Hospital Association database, the California Hospital

Association, the Hospital Association of Southern California

(HASC), the California Health Care Safety Net Institute, and

individual hospital websites.

Survey Development
Our survey was based upon instruments used in previous

research examining hospital medicine group organizational

structure15,22 and enhanced with questions developed by

the research team (A.D.A., E.E.V., R.M.W.). The survey was

pretested in an advisory group of 5 hospital Chief Executive

Officers (CEOs), Chief Medical Officers (CMOs), and Vice

Presidents for Medical Affairs (VPMAs) from sites across

California. Based on their input, we removed, edited, or

added questions to our survey. This advisory group also

helped the research team design our survey process.

Our final survey defined a ‘‘hospitalist’’ as a physician

who spends all or the majority of his or her clinical, adminis-

trative, educational, or research activities in the care of hos-

pitalized patients.4 We collected data in 4 areas: (1) We asked

hospital leaders to confirm the presence or absence of at

least 1 hospitalist group practicing within the surveyed hos-

pital. We also asked for the year the first hospitalist group

began practicing within the specified hospital. (2) We asked

hospital leaders to indicate, among a prespecified list of 11

choices, the reason(s) they implemented a hospitalist group

at the surveyed hospital. Surveyed categories included: (a)

care for uncovered patients (patients without an identified

doctor and/or uninsured), (b) improve costs, (c) improve

length of stay, (d) improve emergency department through-

put, (e) primary care provider demand, (f) improve patient

satisfaction, (g) improve emergency room staffing, (h) quality

improvement needs, (i) specialist physician demand, (j) over-

night coverage, and (k) surgical comanagement. Due to the

close relationship between cost and length of stay, we com-

bined these 2 categories into a single category for reporting

and analysis. This resulted in 10 final categories. We asked

leaders who did not identify a practicing hospitalist group

about the likelihood of hospitalists practicing at their hospi-

tal within the next 5 years and the reason(s) for future imple-

mentation. (3) We asked leaders to describe the services cur-

rently provided among a prespecified list of clinical care

duties that go beyond the scope of inpatient general internal

medicine (eg, surgical comanagement, rapid response team

leadership) as well as nonclinical duties (eg, quality improve-

ment activities, systems project implementation). If hospital-

ists did not currently provide the identified service, we asked

leaders to indicate if they would be inclined to involve hospi-

talists in the specified service in the future. (4) Finally, we

asked hospital leaders their opinion regarding the need for

further training or certification for hospitalists.

Survey Protocol
We administered surveys between October 2006 and April

2007. We initially emailed the survey. We repeated this pro-

cess for nonrespondents at intervals of 1 to 3 weeks after

the initial emailing. Next, we sent nonrespondents a physi-

cal mailing with a reminder letter. Finally, we made phone

calls to those who had not responded within 4 weeks of the

last mailed letter. We asked survey recipients to respond

only if they felt they had an adequate working knowledge of

the hospitalist service at their hospital. If they did not feel

they could adequately answer all questions, we allowed

them to forward the instrument to others with a better

working knowledge of the service.

Because we allowed recipients to forward the survey, we

occasionally received 2 surveys from 1 site. In this case, we

selected the survey according to the following prioritization

order: (1) CEOs/COOs, (2) CMOs, (3) VPMAs, and (4) other

vice presidents (VPs) or executive/administrative leaders

with staff organization knowledge and responsibilities.

Hospital Descriptive Data
We obtained hospital organizational data from the

California Office of Statewide Health Planning and
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Development’s (OSHPD) publicly available Case Mix Index

Data, hospital Annual Financial Data, aggregated Patient

Discharge Data, and Utilization Data from 2006.23 Organi-

zational characteristics included hospital size, location,

profit status, payor mix, and diagnosis-related group–

based case-mix. Teaching status was determined from the

2005 American Hospital Association database. Member-

ship status in California’s voluntary quality reporting initi-

ative, California Hospital Assessment and Reporting Task-

force (CHART), was publicly available at http://www.

calhospitalcompare.org.

Statistical Analyses
We performed univariable analyses to characterize survey

respondents, followed by bivariable analyses to compare

hospital characteristics and patient mix of responding and

nonresponding hospitals. We used similar methods to char-

acterize respondent hospitals with and without at least 1

hospitalist group. We compared continuous data with the

Students t tests or Mann-Whitney tests as appropriate and

categorical data with chi-square tests.

We then summarized the number of times a specific ra-

tionale was cited by hospital leaders for implementing a

hospitalist group. Among hospitals that did not have a hos-

pitalist system in place at the time of the survey, we asked if

they were planning on starting one within the next 5 years.

For these hospitals, we used content analysis to summarize

open-ended responses in order to understand factors that

are currently influencing these hospital leaders to consider

implementing a hospitalist group.

Next, we aimed to understand what clinical and nonclini-

cal roles hospitalists were performing in hospitals with

established hospitalist programs. Clinical activities were di-

vided into general clinical areas, triage/emergency-related,

or administrative activities. First, we summarized the num-

ber and percent of programs performing each clinical and

nonclinical activity. This was followed by logistic regression

analyses to assess whether the time period that hospitalist

groups began practicing or additional hospital characteris-

tics predicted the performance of individual hospitalist

activities. To guard against overfitting of models, analyses

were limited to rationales that were cited a minimum of 50

times.24 Hospital factors were selected on the basis of face

validity and advisory group input and included hospital bed

size, ownership status (public vs. private), teaching status,

and membership status in CHART. We divided the year of

hospitalist program implementation into 3 time periods: (1)

before 2002, (2) between 2002 and 2004, and (3) 2005 or

later.

Finally, we described the percentage of hospitals that

favored having their hospitalist group(s) perform each of the

identified clinical or nonclinical activities, if they were not

already performing them. We performed analyses with sta-

tistical software (Stata Version 9.2, College Station, TX).

Results
Respondent Characteristics
We received 200 survey responses. Of those, we excluded 15

duplicates (eg, a survey from both the CEO and VPMA) and

6 responses identified as coming from hospitalists who did

not have a leadership position in the hospital. Thus, the

final hospital leader survey response rate was 54% (n ¼
179). Forty-six percent of the final responses were from

CEOs or COOs; 37% of responses were from CMOs, VPMAs,

and medical directors; and the remaining 17% of responses

were from other VPs or administrative directors.

Respondent and nonrespondent hospitals were statisti-

cally similar in terms of teaching status and participation in

CHART. Hospital patient census, intensive care unit census,

payer mix, and diagnosis-related group–based case-mix

revealed no statistically significant differences between

groups (P > 0.05). Respondent hospitals tended to have

fewer beds and were more often for-profit compared to

nonrespondents (P ¼ 0.05 and P < 0.01, respectively).

Descriptive Characteristics of Hospitals with Hospitalists
Sixty-four percent (n ¼ 115) of hospital leaders stated that

they utilized hospitalists for at least some patients. Hospitals

with hospitalists were statistically more likely (P < 0.05) to

be larger, a major teaching hospital, or a member of a vol-

untary quality reporting initiative (Table 1).

Among all hospitals with hospitalists, 39% estimated that

hospitalists cared for at least one-half of admitted medical

patients, and 7% stated that hospitalists cared for all

patients. Twenty-four percent of respondents were unable to

provide a quantitative estimate of the percent of patients

cared for by hospitalists. When asked about expectations of

TABLE 1. Distribution of Hospitals with and without at
Least One Identified Hospitalist Group Among
Respondent Hospitals

Variable

Hospitals

without
Hospitalists

(n ¼ 64) [n (%)]

Hospitals
with Hospitalists

(n ¼ 115) [n (%)]

P

Value*

Hospital size (total number of beds)

0-99 33 (51.6) 18 (15.7) <0.001

100-199 19 (29.7) 32 (27.8)

200-299 5 (7.8) 23 (20.0)

300þ 7 (10.9) 42 (36.5)

Hospital control 0.12

City/county 8 (12.5) 7 (6.1)

District 15 (23.4) 17 (14.8)

For-profit 10 (15.6) 16 (13.9)

Non-profit 31 (48.4) 71 (61.7)

University of California 0 (0.0) 4 (3.5)

Teaching hospital 8 (12.5) 30 (26.1) 0.03

Member of voluntary

quality reporting initiative

27 (42.2) 93 (80.9) <0.001

*P values based on chi-square test of statistical independence for categorical data. Totals may not add

to 100% due to rounding.
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growth in the coming year, 57% of respondents with hospi-

talists expected to see increases in the number of hospital-

ists at their hospital, and none expected a decrease. Among

the 64 respondent hospitals that currently did not have a

hospitalist program, 44% (n ¼ 28) of the hospital leaders felt

hospitalists would be managing patients in the future. Of

those, 93% felt this would occur within the next 2 years.

Reasons for Implementing Hospitalists
Hospital leaders reported that the most important reasons

for implementing a hospitalist model included caring for

uncovered patients (68%), decreasing hospital costs and

length of stay (63%), and improving throughput in the

emergency room (62%). We provide additional reasons in

Figure 1. In addition, leaders often identified multiple fac-

tors in the decision to utilize hospitalists, including demand

from primary care doctors, patient satisfaction, and quality

improvement. Among the 28 hospitals that currently did not

have hospitalists but anticipated that they would soon (data

not shown), the need to improve quality was the most com-

monly cited reason (54% of respondents) for expecting to

start a program within 2 years, followed by demand from

primary care doctors (46% of respondents).

Clinical Practice of Hospitalists and Expectations
for Future Growth
Hospitalists perform a wide array of clinical and nonclinical

duties (Figure 2). In addition to general medical care, the

most common clinical activities of hospitalists included

screening medical admissions from the emergency room for

appropriateness of admission and triaging to appropriate

level of care (67%), triaging patients transferred from an

outside hospital (72%), and comanaging surgical patients

(66%). The most common nonclinical activity was participa-

tion in quality improvement activities (72%). Multivariable

analyses demonstrated that the performance of the most

prevalent activities was not usually associated with the year

of hospitalist implementation or hospital characteristics. An

exception was that newly initiated programs had a statisti-

cally significant decreased odds of involvement in clinical

guideline development (odds ratio [OR], 0.3; 95% confidence

interval [CI], 0.1-0.9) and a trend toward decreased leader-

ship in quality improvement (OR, 0.3; 95% CI, 0.1-1.1). Hos-

pitalists at teaching hospitals had increased odds of manag-

ing patient transfers (OR, 4.7; 95% CI, 1.0-21.2), whereas for-

profit hospitals had lower odds of screening patients in the

emergency room (OR, 0.1; 95% CI, 0.0-0.7).

Among those hospitals with hospitalists who were not

presently involved in any of the above activities, there was a

widespread interest among hospital leaders to have their hos-

pitalist group(s) lead or participate in them (Figure 3). The

most commonly cited activities included participation in inpa-

tient clinical guideline development (85%), implementation of

system-wide projects (81%) (eg, computerized physician order

entry system), participation on a rapid response team (80%),

and caring for patients in an observation unit (80%).

Training and Certification for Hospitalists
About two-thirds (64%) of hospital leaders with a hospitalist

group(s) agreed or strongly agreed that hospitalists should

have additional training and/or certification. Seventeen per-

cent were undecided, whereas 11% either disagreed or strongly

disagreed, and the remaining 8% did not provide an opinion.

Discussion
Most California hospital leaders reported utilizing hospital-

ists, and a substantial number of those without a hospitalist

service plan to implement one in the next 5 years. Our data

suggest that the number of hospitalists and their roles will

continue to expand, with quality improvement activities and

participation in clinical roles outside of general medical

care being key priorities for future growth. Interestingly,

FIGURE 1. Reasons for implementing a hospitalist system
among respondent hospital leaders with a hospitalist system
(n ¼ 115). [Color figure can be viewed in the online issue,
which is available at www.interscience.wiley.com.]

FIGURE 2. Activities provided by hospitalists among
respondent hospitals with hospitalists (n ¼ 101). [Color
figure can be viewed in the online issue, which is available
at www.interscience.wiley.com.]
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much of this growth may not be catalyzed by past drivers

(such as need to contain costs or length of stay) but by

increasing need to implement quality and safety initiatives,

as well as demand from other physicians. As a result, the

field of hospital medicine will grow in numbers and breadth

of practice. Defining the ‘‘typical’’ practice of a hospitalist

may become more challenging.

Consistent with previous work,11,16 our data suggest

widespread adoption of hospitalists. While our data demon-

strates that academic hospitals in California were more

likely to have hospitalists, it is also important to note that

hospitalist systems were widespread across a wide range of

hospital sizes and ownership types. The prevalence appears

likely to increase in the future. None of the hospitals sur-

veyed planned to eliminate or reduce the size of their pro-

grams. Among hospitals without a hospitalist program, 44%

(n ¼ 28) reported they were going to implement a hospital-

ist group within the next 2 years. Future workforce develop-

ment must consider this growth in order to increase physi-

cian supply to meet the demands of hospitalist growth.

Consistent with prior surveys of hospitalists and the

healthcare marketplace,13,15,16,25 our survey of hospital lead-

ers suggests that the care of uncovered patients and the

goal of improving hospital efficiency are key reasons for

implementing hospitalists. Although these are important, we

found that hospital leaders have additional intentions when

implementing or expanding hospitalist systems, including

improving patient satisfaction and quality. Although quality

improvement activities were not among the most common

reasons that leaders originally implemented programs, the

most established programs had increased odds (relative to

the most recently implemented programs) of leading quality

improvement and clinical guideline activities. This may

reflect a natural progression over time for hospitalist groups

to develop from a patient-focused clinical role to one that

incorporates responsibilities that increasingly impact the

hospital system and organization. The interest in utilizing

hospitalists for leadership in quality improvement was

widely expressed among those leaders who had yet to utilize

hospitalists. Interestingly, this driver remains even as evi-

dence for whether hospitalist practices produce measurable

differences in care outcomes is mixed.26,27 Nevertheless,

hospital leaders are under increasing pressure to improve

quality and safety (driven by public reporting and pay-for-

performance initiatives), and many leaders appear to believe

that hospitalists will be a key part of the solution.13,28

In addition to quality improvement, continued demand

for hospitalists may result from growing clinical demands,

including clinical support for medical specialists and sur-

geons. A majority of leaders acknowledged current or future

interest in having hospitalists comanage surgical patients,

with the hope that such practices will improve surgeons’

productivity and clinical outcomes.16,29,30 In addition, hospi-

talists may address potential shortages in specialty areas.

For example, having hospitalists participate in critical care

may partly ameliorate the impact of a large national short-

age of critical care physicians.12,31 If hospitalists are to

assume major roles in the provision of critical care (particu-

larly if not comanaging patients with intensivists), they may

require some augmented training in the intensive care unit.

FIGURE 3. Activities hospital leaders would like to have implemented by their current hospitalist group(s), if not currently
providing. [Color figure can be viewed in the online issue, which is available at www.interscience.wiley.com.]
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Our results paint a picture of a rapidly expanding field,

both in scope and in number. Hospitalists appear to be per-

forming a wide range of clinical, triage, and administrative

activities, and there is demand among hospital leadership for

hospitalists to take on additional responsibilities. Interest-

ingly, it appears that participation in most clinical and non-

clinical activities occur across the spectrum of organizational

characteristics, and demand is not limited only to large or

academic hospitals. Participation in such a broad array of

activities brings into question the need for additional train-

ing and certification of hospitalists. While the need for hospi-

talists to receive additional training has been posited in the

past, our data suggest there is a perceived need from the hos-

pital administration as well. This additional training (and

subsequent certification) would likely need to encompass

many of the practices we have identified as core to hospital-

ists’ practice. In addition to ensuring adequate training, poli-

cymakers will need to consider the supply of physicians nec-

essary to meet the present and, likely, future demand for

hospitalists. This is especially important in light of recent evi-

dence of continued decreasing interest in general internal

medicine, the main pool from which hospitalists are drawn.32

A shortage of internists is likely to influence expansion plans

by hospitals in terms of activities in which leaders ask hospi-

talists to engage, or the number of hospitalists overall.

Our study has several limitations. First, a substantial num-

ber of nonrespondents may potentially bias our results. De-

spite this, we have drawn results across a wide range of hospi-

tals, and the characteristics of responders and nonresponders

are very similar. In addition, our study exclusively examines

the responses of leaders in California hospitals. Although we

sampled a large and heterogeneous group of hospitals, these

results may not be entirely generalizable to other regions. As

a cross-sectional survey of hospital executives, responses are

subject to leaders’ recall. In particular, the reasons for imple-

mentation provided by leaders of older programs may poten-

tially reflect contemporary reasons for hospitalist utilization

rather than the original reasons. Another limitation of our

study is our focus on hospital leaders’ reports of prevalence

and the clinical/nonclinical activities of hospitalists. Since

senior executives often help begin a program but become less

involved over time, executives’ answers may well underesti-

mate the prevalence of hospitalists and the breadth of their

clinical practices, particularly in more mature programs. For

instance, hospitalists that are part of an independent practice

association (IPA) may provide functions for the IPA group

that the hospital itself does not direct or fund. This effect may

be more pronounced among the largest hospitals that may be

organizationally complex, perhaps making suspect the

responses from 7 very large hospitals that claimed not to uti-

lize hospitalists. Finally, we collected information regarding

the reasons for hospitalist group implementation and the

services they provide by means of a prespecified list of

answers. Although a thorough literature review and expert ad-

visory panel guided the development of prespecified lists,

they are by no means exhaustive. As a result, our prespecified

lists may miss some important reasons for implementation,

or services provided by hospitalists, that one could identify

using an open-ended survey. In addition, in the case of multi-

ple responses from hospital leaders, we gave equal weight to

responses. This has the effect of overestimating the weight of

reasons that were less important, while underestimating the

weight of reasons that may have been more important in the

decision making process of implementing a hospitalist group.

While nonhospitalist physicians continue to provide a

considerable proportion of hospital care for medical

patients, hospitalists are assuming a larger role in the care

of a growing number of patients in the hospital. The

ongoing need to increase care efficiency drives some of this

growth, but pressures to improve care quality and demand

from other physicians are increasingly important drivers of

growth. As the field grows and clinical roles diversify, there

must be increased focus placed on the training require-

ments of hospitalists to reflect the scope of current practice

and meet hospital needs to improve quality and efficiency.
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