Journal of

HOSPITAL MEDICINE

The Ethics of the Hospitalist Model

Adam Haley Rosenbloom, wph'
Alan Jotkowitz, mp?

www.journalofhospitalmedicine.com

! Medical School for International Health, Ben-Gurion University of the Negev (in collaboration with
Columbia University Medical Center), Be’er Sheva, Israel.

2 Faculty of Health Sciences, Ben-Gurion University of the Negev, Be’er Sheva, Israel.

Disclosure: Nothing to report.

The hospitalist model was founded on the premise that it could improve the quality and reduce the cost of hospital care.
Many randomized studies have all but definitively proven this original assertion. Nevertheless, the hospitalist specialty raises
lingering classical ethical issues: protecting the patient-physician relationship in an environment of increasing specialization

and discontinuity of care, preserving patient autonomy and choice when structural changes are made in the provision of

care, and ensuring that a model founded on efficiency and cost-effectiveness does not erode the public trust in hospitalists
to always serve their patients’ best interests. This work aims to serve as an update of these initial criticisms, showing how
some questions have been answered, while some have not. Journal of Hospital Medicine 2010;5:183-188. © 2010 Society of

Hospital Medicine.
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Wachter and Goldman' first described hospitalists in 1996
as a new breed of physicians who devote blocks of time
exclusively to the care of hospitalized patients. Since its def-
inition, the hospitalist model has prompted 2 major debates.
First, does the hospitalist system improve clinical efficiency,
quality of care, cost effectiveness, and patient satisfaction? A
series of large and small randomized trials have all but
definitively proven the hospitalist model’s advantage. Yet
whether the hospitalist model is good for patient care has
proven to remain contentious, as most recently demon-
strated by the discussion between Williams®* and Centor®
and others like it.*® What is clear in these exchanges is that
the debate has shifted to the second great debate: does the
hospitalist model pose inherent conflicts in clinical ethics?
What are the implications of the purposeful discontinuity in
care, the autonomy issues raised by mandatory hospitalist
use, and the structural management issues that potentially
pit hospitalists against patients in fiduciary and financial
conflicts of interest? These important issues are certainly
not new, and the hospitalist model has made much effort to
address some of them.®*” This work aims to serve as a
review of these important ethical concerns, demonstrating
how some questions have been answered, while some
remain unanswered.

The Hospitalist Model’s Founding Premise

A growing threshold for hospital admission in the last 3 dec-
ades caused primary care physicians (PCPs) to see a dimin-
ishing number of inpatients. A survey in 1978 found that
PCPs spent 40% of their time in the hospital, rounding on
10 patients per day.? By 2001, PCPs spent 10% of their time
in the hospital on average, and most PCPs rounded on
fewer than 2 inpatients per day.” The cost of inefficiencies
associated with primary coordination of care in the hospital

increasingly outweighed the tradeoff of preserving the
patient-PCP relationship in the hospital. Converging with
increasing attention on cost controls through the restructur-
ing of service provision, the hospitalist was born. Wachter'®
argued that the hospitalist model could alleviate inpatient
demands placed on PCPs while improving the outcomes
and lowering the cost of care for hospitalized patients.

Early on there were setbacks to proving Wachter’s'® case.
Small studies found hospitalists to have higher hospital
charges and longer length of stays.'! A survey of PCPs found
only 56% were satisfied with communication with hospital-
ists and that most believed that patients generally preferred
to be cared for in the hospital by their regular physician.'*'?
Meltzer and Herthko'* found 70% of people sampled said
they would prefer care by their own physician to that of a
hospitalist if they were hospitalized for a general medical
condition. Yet this study found in a national random-digit
phone survey that only 10% of the respondents would pay
$750 for their PCP to follow them to the hospital, the cost
savings of the hospitalist system proven by the only 2
randomized trials performed at the time.'>'® To 90% of
respondents, the value of the PCP at the bedside was not
worth the cost tradeoff to keep them there.

The meteoric rise in the number of hospitalists reflects
the many studies and reviews that affirmed the premise that
hospitalists improved inpatient efficiency without harmful
effects on quality of care.'”'® In a large retrospective cohort
study of over 75,000 patients in 45 hospitals across the
country, Lindenauer et al.'® found that hospitalists had a
$268 lower cost when compared to internists, $125 lower
cost when compared to family physicians, and a shorter
hospital stay by about one-half day when compared to both
groups. The group found no significant difference in rates of
death or readmission rates. While called “modest” in the
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text, these savings over time and volume add up for hospi-
tals. Patients benefit from hospitalist care, researchers
hypothesize, because of their familiarity with hospital sys-
tems, their increased availability to patients, and their expe-
rience with common hospital problems. Though the Linde-
nauer et al'® study was criticized for design flaws, it
prompted the editorialist McMahon?® to assert that the
question was sufficiently answered, and it was “time to
move on” away from the studies focusing on cost and com-
paring outcomes. As Wachter?* wrote, “the demand for hos-
pitalists is now relatively de-linked from the field’s original
premise—efficiency advantages—and is now both more
diversified and more robust.” The model has become an
accepted mode of care for hospitalized patients, with up to
20,000 hospitalists currently practicing in 29% of all hospi-
tals and in over one-half of hospitals with over 200 beds in
the United States.?*?*3

The Patient-Physician Relationship

Purposeful discontinuity of care in the hospitalist system
has the potential to diminish the doctor-patient relation-
ship.'? This relationship is built on a bond of loyalty, confi-
dentiality, and trust. Handing off care to a hospitalist when
the patient is most vulnerable can be viewed as a violation
of this covenant. According to Meltzer,”* the hospitalist
model pits Franicis Peabody’s?® intimate personal relation-
ship between patient and physician against Adam Smith
et al’s’ benefits of specialization. Peabody” observed that
physicians’ lack of understanding of their patients as per-
sons is especially acute in the hospital, where

one gets in the habit of using the oil immersion lamp instead of
the low power, and focuses too intently in the center of the field.
... The institutional eye tends to become focused on the lung,
and it forgets that the lung is only one member of the body.

This movement toward patient-centered medicine fits
into an ever-growing sentiment to value the social as well as
the physiological, a holistic approach to the patient as a
person. This emphasis was the original justification for PCPs
to coordinate increasingly specialized hospital care and
translate recommendations suitable to patients. Can the
long-term relationship between patient and PCP be replaced
by the hospital generalist, or would hospitalists be inher-
ently deficient in their abilities to coordinate care appropri-
ate for patients? Hospitalized patients are frequently in no
position to make complex decisions regarding their care.”®
Lo’ argues that PCPs who know patients over extended peri-
ods of time are in a better position to respect patient wishes
by individualizing discussions with patients and checking
that patients’ decisions are consistent with their core values.
The long-term relationship is also critical for designing a
complex discharge plan suitable to the patients’ ability and
resources. Information about long-term patient compliance
with medications is much more available to PCPs. Patients
trust physicians to keep promises made concerning end-of-
life issues, and these assurances are vulnerable during hand-
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offs of care. Pantilat et al.® provide a case study of an outpa-
tient Do-Not-Resuscitate order ineffective in the hospital.
These scenarios occur because most written advance direc-
tives are unavailable in acute situations, and when they are,
hospitalists unfamiliar with the patient’s wishes may hesi-
tate to act on directives not specific enough to answer the
acute clinical question.?”

Hospitalists’ broadened responsibility to systematically
improve the care of patients may potentially improve end-
of-life care. Patient values can be better communicated to
hospitalists by encouraging inpatients to complete advance
directive surveys and then asking hospitalists to discuss
those directives with their patients.® Significantly, Auerbach
and Pantilat®® found that end-of-life care was improved
with hospitalist care. This chart review found hospitalists
more likely to have discussions with patients and their fami-
lies regarding care and providing comfort care more fre-
quently at the time of death than community-based physi-
cians. The authors hypothesize that hospitalists may have
better communication with dying patients and their families
because they spend more time in the hospital each day,
using frequent meetings to better understand the preferen-
ces of patients. These preferences often require clarification
and often change after admission, making previous discus-
sions about end-of-life care with PCPs moot. Greater exper-
tise in hospital care may also allow hospitalists to better rec-
ognize patients who are nearing death and may explain the
fewer symptoms documented by Auerbach and Pantilat®® at
the end of life among patients cared for by hospitalists com-
pared to community-based physicians.

Hospital medicine has taken continuity of care issues
seriously, and responded by making pragmatic recommen-
dations to preserve the patient-PCP relationship in the hos-
pital and assuage the perception that patients have been
dropped. Harlan et al.?® identify important issues around
good communication between pediatric hospitalists and
PCPs including the content and timing of communication
beneficial to the patient. Hospitalists can use a standard
script for introducing themselves to patients, explaining
their role, and their continued coordination with the PCP*°
PCPs can still be involved in the care of their patients in
hospitals through “continuity visits” or phone calls with
patients and through better communication with hospital-
ists.>! Generally, reimbursing PCPs for their increased role
in the hospitalist system can encourage better communica-
tion with hospitalists.'® Potential disagreements between
PCPs and hospitalist regarding the care of the patient can
be resolved through explicit conflict resolution procedures
within the hospitalist system.®

These procedural solutions are only as successful as they
are used. A large review by Kripalani et al.** found commu-
nication between hospitalists and PCPs occurred infre-
quently (3%-20%), affecting the quality of care in approxi-
mately 25% of follow-up visits and contributing to PCP
dissatisfaction. Sharma et al.** found that continuity visits
decreased from 50.5% in 1996 to 39.8% in 2006. In a survey



of patients cared for in a hospitalist system, Hruby et al.>*
found that 33% of hospitalized patients had some contact
with their PCP directly and 66% of patients were satisfied
with the contact they or their relative had with their PCP.
When probed, patient satisfaction is too vague a measure-
ment to assess the complex value of the patient-physician
relationship. Studying these issues may require relying more
on individualized narratives rather than generalized statis-
tics, or may require years of follow-up. As Centor® argues,
we need this broader perspective of the patient’s experience
in order to understand the effects of the hospitalist model
on patient trust in their PCP and in their overall care. Stud-
ies by Davis et al.®> and Halpert et al.®® assert that rising
quality of care and patient satisfaction with the hospitalist
system rebuts coordination of care concerns. Yet we need
more studies investigating the relationship between
improved communication and patient outcomes, as evi-
dence is currently conflicting on this subject.3*3"38

The Journal of Hospital Medicine has pursued this
research agenda; the April 2009 issue presents several stud-
ies describing best practices in the discharging of hospital-
ized patients. Manning et al.>® describe a tool to assess
patient mobility after discharge, and O’Leary et al.*® used
electronic health records to create a better discharge sum-
mary. Project BOOST (Better Outcomes for Older Adults
Through Safe Transitions) has shown improvements in dis-
charge transition procedures*' and the use of transition
coaches for vulnerable older patients has been proven cost-
effective and has been scaled up to more than 100 health-
care organizations.***?

Inpatient care handoff to PCPs is not entirely novel, as
surgeons, oncologists, cardiologists, and other specialists
have always grappled with continuity of care. It would be
prudent to investigate what can be learned from these
efforts, and which practices can be best applied to the hos-
pitalist model. More longitudinal studies need to investigate
the prevalence and success of the procedural recommenda-
tions to preserve the patient-physician relationship. We
need to know more about what works and what does not.
How have hospitals found novel ways in implementing
these approaches, and how can they be applied to a diver-
sity of hospital settings? We need a better outcome mea-
surement than patient or physician satisfaction for probing
the subtleties of the patient-physician relationship. There is
a sizeable population that does not have a PCP to care for
them before hospitalization or after discharge, and discus-
sions about continuity of care must address these patients.
Last, these best practices and patient centered values need
to be incorporated into the core competencies of residen-
cies and fellowships for a new generation of hospitalists.

Maintaining the continuity of the physician-patient rela-
tionship is an integral part of the original premise of the
hospitalist model. Importantly, Meltzer** found that this dis-
continuity within the hospital has the potential to eliminate
the savings of the hospitalist system. Yet concerns about
continuity of care do not sufficiently encompass the com-

plex—and at times fragile—relationship between physician
and patient. The survival of the physician-patient relation-
ship depends on the hospitalist model’s affirmation of the
values of coordination and Peabody’s>® approach to patient-
centered care. If the hospitalist model is to thrive, it needs
to emphasize its duty as steward of the PCP-patient rela-
tionship as much as it focuses on efficiency and cost-
effectiveness.

Patient Autonomy

The mandatory transfer of patients into the hospitalist
model raises serious ethical issues. A survey in 2000 of PCPs
found that 23% were required to use hospitalists for all
admissions.** Other surveys found this prevalence to be as
low as 2%.'? Nevertheless, several high profile cases of
Health Maintenance Organizations (HMOs)—Prudential
HealthCare-South Florida, Prudential, Humana, and Cigna
Corporation—all using mandatory hospitalists, prompted
protests from professional organizations and there were
even legislative efforts to ban the practice of the mandatory
use of hospitalists in 2000 and 2001.*> Today, most insur-
ance plans, as well as the Society of Hospital Medicine
(SHM), support voluntary rather than mandatory hospitalist
use.”® Yet while not mandatory, the hospitalist is the default
provider in many settings, giving a de facto mandate for
hospitalist care. As Royo et al.*” point out, the rise in physi-
cian employment by hospitals has “facilitated a self-select-
ing progression toward a structural network that closely
resembles the mandatory model.”

While PCPs and internists contested mandatory hospital-
ist plans as infringements on their autonomy, they over-
looked the harm to the patient’s autonomy. When healthy in
the ambulatory setting, the patient has the opportunity to
choose his or her doctor to provide longitudinal care. When
the patient is admitted acutely to a hospital, the patient
does not have the freedom to choose a physician; the
patient is assigned to the hospitalist on duty that night. This
call for patient autonomy is of utmost importance in the
hospitalized patient, where patients are increasingly sicker,
their diseases under a high-powered lens, and their options
diminished. This freedom of choice is integral to the
patient-physician partnership. Yet this freedom of choice is
largely hindered by the employer’s choice in the health plan
for their employees or an individual’s ability to pay for a
health plan. These represent some of the many barriers to
choice facing patients in the American model of health
insurance.

As the hospitalist system grows to become the accepted
mode of hospital care, more patients need to be informed
about the transition of care to another physician and what
steps are taken to ensure appropriate continuity of care.
Transfers of patients from PCPs to hospitalists must be vol-
untary, with the decision left to patient care preferences.*®
Educating patients in the outpatient setting about the hospi-
talist model, its benefits, risks, and alternatives, is necessary
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for them to make informed decisions about hospital care.
This will require the collaboration of PCPs and hospitalists
together. The continued success of the model depends on
the nurturance of the partnership between the PCP, the hos-
pitalist, and the patient.

Meltzer and Herthko'* have proposed that patients pay a
premium for the option to choose a PCP that is not man-
dated to transfer their care to a hospitalist, in order to offset
cost savings with the hospitalist system. Yet Meltzer and
Herthko’s '* study suggests that many patients could not
afford to pay this premium and, in effect, patient autonomy
would be preserved for the affluent. This raises the oft-
neglected professional ethic of justice for low-income
patients. Alexander and Lantos®® were resigned to see this
infringement on patient autonomy as an inevitable conse-
quence of balancing the desires of patients with the drive to
lower cost and improve outcomes. If the hospitalist model
grows to be the predominant mode of care, it is unclear if
patient choice can survive. Investigators need to test
whether the advantages of hospitalist care can coexist with
voluntary programs. If it proves that they indeed cannot,
then the hospitalist system will need to respond to con-
cerned patients with honest answers and find pragmatic sol-
utions to diminishing patient choice.

Conflict of Interest

The hospitalist system’s main benefit of cost-savings
prompted Pantilat et al.® to wonder whether hospitalists
would face a conflict of interest between what is best for
the patient and what financial incentives and utilization
review encourage or require them to do. The financial sup-
port provided by many hospitals to meet the operating
expenses of hospitalist programs is often associated with
explicit or implicit incentives to reduce the length of hospi-
tal stay and costs.>® With hospitals employing hospitalists
and increasingly pressuring them to decrease length of stay
and discharge patients quickly, patients may have no advo-
cate to protect them from discharge planners. Many hospi-
talists supplement their income by supervising discharge
planners, and a dispute would put the hospitalist in the
uncomfortable position of advocating for his patient against
his employer and colleagues. While conflicts of interests
occur in many managed care arrangements, they may be
more acute in hospitalist systems. A weakened patient-phy-
sician relationship may put the patients’ best interest infe-
rior to the employer’s interests. Hospitalists do not immedi-
ately deal with adverse consequences of premature
discharges in the outpatient setting and virtually no mal-
practice case law considers the obligations and practices of
hospitalists in these settings.>!

The SHM identified a core competency of hospitalists to

recommend treatment options that optimize patient care, include
consideration of resource utilization, and are formulated without
regard to financial incentives or other conflicts of interest.>
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Ethical issues concerning conflict of interest remain
unanswered, largely because no information about organi-
zational features such as explicit incentives for reductions in
length of stay is available to researchers or to patients. This
is the wrong approach and only feeds the fear that hospital-
ists may weigh patients’ best interest with financial incen-
tives. Abbo and Volandes®® have argued that ambivalence to
cost considerations is hazardous. If the hospitalist model
cannot be forthright with the active considerations of costs
in daily clinical practice, it is unlikely to truly make strides
at cost savings, and may even raise the cost of care in the
long run.

Jonsen et al.>® provide ethical standards for considering
costs in clinical decisions. First, a physician’s first priority
should be to provide patient-centered care that focuses on
medical indications and patient preferences. Second, quality
care does not mean all available care; quality care reflects
what is not only diagnostically sound and technically cor-
rect, but also appropriate. Third, conflicts of interest are
most vulnerable when there is a failing of the patient-physi-
cian relationship. Health care organizations should expect
physicians to argue for policies that provide all services that
have a reasonable likelihood of benefiting the patient.
Fourth, patient and physician autonomy and freedom of
choice should be maximized within the limits of the system.
Persons should be fully informed of the constraints of the
system before choosing it. Plans need to disclose any finan-
cial incentive arrangements that exist between the plan and
the physician. And incentive arrangements should be based
on quality of care rather than on underutilization of care
services. Fifth, the system should reflect principles of just
distribution, ensuring that all who have a fair claim to serv-
ice should receive it without discrimination. Last, capitation
plans should share risks among physicians, not patients,
while incentives are provided for improvements in access,
prevention, and patient satisfaction.

Conlflicts of interest have been a concern for as long as
physicians have been paid for services. Fears about interfer-
ence into the doctor-patient relationship, whether they are
from government or business, continue to stall real efforts
to lower skyrocketing medical costs. The hospitalist model
rebuts conflict of interest claims with improved outcomes,
efficiency, and quality of care in the many reviews cited
above. These arguments do prove that the hospitalist mod-
el’s emphasis on medically indicated and appropriate care
does address Jonsen et al.’s’* first and second standards. Yet,
as Jonsen et al.>* point out, without strongly emphasizing
the patient-physician relationship and patient autonomy, it
leaves itself vulnerable to creating conflicts of interest. Hos-
pitalist systems need to be forthright about their explicit or
implicit incentive structures and disclose this information to
patients in a timely manner for them to make informed
decisions. These incentives should be linked to quality of
care and patient satisfaction, not cost savings. Last, hospi-
talist training programs should make ethical cost considera-
tions a core competency of their curriculum.



Conclusions

Hospitalism was founded on the premise that it could
improve the quality and reduce the cost of hospital care.
Many randomized studies have all but definitively proven
this original assertion. It is now time for the model to prove
that these gains are not to the detriment of the patient-phy-
sician relationship. Hospitalism must define itself as the
steward of this relationship, valuing it as much as it values
outcomes and costs. This is of particular concern in the
United States as Medicare Part A (payment for inpatient
care) is scheduled to go bankrupt in 2019, leading to
potentially reasonable fears of hospital-motivated cost
containment.””

Investigators must find an outcome that encompasses
the complexity of the patient-physician relationship, and
methods to improve it must be studied and improved upon.
Preserving the patient-physician relationship is a systemic
issue, and full-time hospitalists may be in the best position
to implement systemic reforms to improve communication
and continuity of care. Pham’s®® case study of a hospitalist
piecing together disparate parts of the patient’s story illus-
trates this point. This should include more investigation
into the prevalence of use and success of methods aimed at
protecting the patient-physician relationship at critical
points in the handover of care. When proven successful,
The SHM should propose new standards and safeguards to
insure that these methods become standard practice in
patient care. This effort, led by Snow et al.,>” is currently
underway.

A hospitalist model that does not emphasize mitigating
the effects of the diminishing patient-physician relationship
leaves itself exposed to further infringements on autonomy
and choice. It is unclear whether patient autonomy and
choice can coexist in a successful hospitalist system. The
consequences of these unanswered ethical questions need
to be explored. The professions of primary care need to be
more proactive in educating patients about choice of care in
hospitals, and hospitalists need to provide that choice,
allowing voluntary programs in hospital care when feasible.

When combined, a wounded patient-physician relation-
ship and impaired patient autonomy leave the hospitalist
model vulnerable to claims of financial and fiduciary con-
flict of interest. These concerns need not be inherent to the
hospitalist systems, but hospitalists will need to be forth-
right and honest about incentives structures, and link them
to quality of care and patient satisfaction, not to efficiency
and cost savings.

It is indeed time for hospitalism to “move on’—away
from proving its founding premise, and toward addressing
these lingering ethical issues. Hospitalism’s continued
growth and success depends on it.

Address for correspondence and reprint requests:

Adam Haley Rosenbloom, MPH, Ben-Gurion University of the
Negev, Medical School for International Health, in collaboration
with Columbia University Medical Center, PO Box 653, Be'er

Sheva, Israel 84105; Telephone: 972-8-647-9909; Fax: 972-8-647-9856;
E-mail: rosenblo@bgu.ac.il Received 11 February 2009; revision
received 14 June 2009; accepted 29 June 2009.

References

1. Wachter RM, Goldman L. The emerging role of “hospitalists” in the
American health care system. N Engl J] Med. 1996;335:514-517.

2. Williams MV. Hospitalists and the hospital medicine system of care are
good for patient care. Arch Intern Med. 2008;168(12):1254-1256, discus-
sion 1259-1260.

3. Centor RM. A hospitalist inpatient system does not improve patient care
outcomes. Arch Intern Med. 2008;168(12):1257-1258, discussion 1259-1260.

4. Samoil D. Are inpatients’ needs better served by hospitalists than by their
family doctors?: Yes. Can Fam Physician. 2008;54(8):1100-1101, 1104-1106.

5. Wilson G. Are inpatients’ needs better served by hospitalists than by
their family doctors?: No. Can Fam Physician. 2008;54(8):1101-1103,
1105-1107.

6. Pantilat SZ, Alpers A, Wachter RM. A new doctor in the house: ethical
issues in hospitalist systems. JAMA. 1999;282:171-174.

7. Lo B. Ethical and policy implications of hospitalist systems. Dis Mon.
2002;48:281-290.

8. Robert Wood Johnson Foundation. Medical Practice in the United States.
Princeton, NJ: The Robert Wood Johnson Foundation; 1981.

9. Wachter RM. Response to David Meltzer’s paper “Hospitalists and the
doctor-patient relationship.” J Legal Stud 2001;30:615-623.

10. Wachter RM. An introduction to the hospitalist model. Ann Intern Med.
1999;130:338-342.

11. Smith PC, Westfall JM, Nicholas RA. Primary care family physicians and
2 hospitalists models: comparison of outcomes, processes, and costs.
J Fam Prac. 2002;51:1021-1027.

12. Pantilat SZ, Lindenauer PK, Katz PP, et al. Primary care physician atti-
tudes regarding communication with hospitalists. Dis Mon. 2002;48(4):
218-229.

13. Auerbach AD, Nelson E, Lindenauer PK, et al. Physician attitudes towards
and prevalence of the hospitalist model of care: results of a national sur-
vey. Am J Med. 2000;109:648-653.

14. Meltzer D, Herthko JM. Patients’ willingness to pay for hospital care by
their primary care physician versus hospitalists: results of a national sur-
vey. [Society of General Internal Medicine 23rd annual meeting. Boston,
Massachusetts, USA. May 4-6, 2000. Abstracts.] J Gen Intern Med. 2000;
15(suppl 1):135.

15. Wachter RM, Katz P, Showstack J, et al. Reorganizing an academic medi-
cal service: impact on cost, quality, patient satisfaction, and education.
JAMA. 1998;279:1560.

16. Meltzer D, Morrison DJ, Guth T, et al. Effects of hospitalist physicians on
an academic general medicine service: results of a randomized trial.
[22nd Annual meeting of The Society of General Internal Medicine. San
Francisco, California, USA. April 29-May 1, 1999. Abstracts.] J Gen Intern
Med. 1999;14(suppl 2):112.

17. Wachter RM, Goldman L. The hospitalist movement 5 years later. JAMA.
2002;287:487-494.

18. Bishop TF, Kathuria N. Economic and healthcare forces of hospitalist
movement. Mt Sinai ] Med. 2008;75(5):424-429.

19. Lindenauer PK, Rothberg MB, Pekow PS, et al. Outcomes of care by hos-
pitalists, general internists, and family physicians. N Engl J Med. 2007;
357:2589-2600.

20. McMahon LF Jr. The hospitalist movement—time to move on. N Engl J
Med. 2007;357:2627-2629.

21. Wacther RM. Today’s New England Journal Hospitalist Study. Weblog
Entry. Wachter's World: The Hospitalist. 2007. Available at: http://
www.the-hospitalist.org/blogs/wachters_world/archive/2007/12/20/
today-s-new-england-journal-hospitalist-study.aspx. Accessed July 2009.

22. Vasilevskis EE, Knebel J, Wachter RM, et al. The Rise of the Hospitalist in
California. Oakland, CA: California Health Care Foundation; 2007.

23. Kralovec PD, Miller JA, Wellikson L, et al. The status of hospital medicine
groups in the United States. J Hosp Med. 2006;1:75-80.

2010 Society of Hospital Medicine DOI 10.1002/jhm.578
Published online in wiley InterScience (www.interscience.wiley.com).

Ethics of the Hospitalist Model | Rosenbloom and Jotkowitz 187



24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

Meltzer D. Hospitalists and the doctor patient relationship. J Legal Stud.
2001;2:615-623.

Peabody FW. Landmark article March 19, 1927: the care of the patient.
By Francis W. Peabody. JAMA. 1984;252:813-818.

Schneider CE. The Practice of Autonomy: Patients, Doctors, and Medical
Decisions. New York, NY: Oxford University Press; 1998.

Danis M, Southerland LI, Garret JM, et al. A prospective study of advance
directives for life-sustaining care. N Engl ] Med. 1991;324:882-888.
Auerbach AD, Pantilat SZ. End-of-life care in a voluntary hospitalist
model: effects on communication, processes of care, and patient symp-
toms. Am J Med. 2004;116:669-675.

Harlan G, Srivastava R, Harrison L, et al. Pediatric hospitalists and pri-
mary care providers: a communication needs assessment. / Hosp Med.
2009;4(3):187-193.

Darves B. What should you say after “Hello”? Today’s Hospitalist
Apr 2008. Available at: http://www.todayshospitalist.com/index.php?b=
articles_read&cnt=544. Accessed July 2009.

Wachter RM, Pantilat SZ. The “continuity visit” and the hospitalist model
of care. Dis Mon. 2002;48:267-272.

Kripalani S, LeFevre E Phillips CO, et al. Deficits in communication and
information transfer between hospital-based and primary care physi-
cians: implications for patient safety and continuity of care. JAMA. 2007;
297(8):831-841.

Sharma G, Fletcher KE, Zhang D, et al. Continuity of outpatient and
inpatient care by primary care physicians for hospitalized older adults.
JAMA. 2009;301(16):1671-1680.

Hruby M, Pantilat SZ, Lo B. How do patients view the role of the primary
care physician in inpatient care? Dis Mon. 2002;48:230-238.

Davis KM, Koch KE, Harvey JK, et al. Effects of hospitalists on cost, out-
comes and patient satisfaction in a rural health system. Am J Med. 2000;
108:621-626.

Halpert AP, Pearson SD, LeWine HE, et al. The impact of an inpatient
physician program on quality, utilization, and satisfaction. Am J Manag
Care. 2000;6:549-555.

Bell CM, Schinpper JL, Auerbach AD, et al. Association of communica-
tion between hospital-based physicians and primary care providers with
patient outcomes. J Gen Intern Med. 2009;24:381-386.

Jencks SE Williams MV, Coleman EA. Rehospitalizations among patients
in the Medicare fee-for-service program. N Engl ] Med. 2009;360(14):
1418-1428.

Manning DM, Keller AS, Frank DL. Home alone: mobility independence
before discharge. /] Hosp Med. 2009;4:252-254.

O’Leary KE, Liebovitz DM, Feinglass J, et al. Creating a better discharge
summary: improvement in quality and timeliness using an electronic dis-
charge summary. J Hosp Med. 2009;4:219-225.

2010 Society of Hospital Medicine DOI 10.1002/jhm.578
Published online in wiley InterScience (www.interscience.wiley.com).

188 Journal of Hospital Medicine Vol 5

No 3 | March 2010

41.

42,

43.

44,

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

Society of Hospital Medicine. BOOSTing Care Transitions Resource
Room. Available at: http://www.hospitalmedicine.org. Accessed July 2009.
Coleman EA, Parry C, Chalmers S, Min SJ. The care transitions interven-
tion: results for a randomized control trial. Arch Intern Med. 2006;166:
1822-1828.

Care Transitions Program. Available at: http://www.caretransitions.org.
Accessed July 2009.

Fernandez A, Grumbach K, Goitein L, et al. Friend or foe? How primary
care physicians perceive hospitalists. Arch Intern Med. 2000;160(19):
2902-2908.

Macguire P. Use of mandatory hospitalists blasted. ACP-ASIM Observer,
May 1999. Available at: http://www.acpinternist.org/archives/1999/05/
hosps.htm. Accessed July 2009.

Glabman M. Hospitalists: the next big thing? Trustee Magazine, May
2005. Available at: http://www.trusteemag.com/trusteemag_app/jsp/arti-
cledisplay.jsp?dcrpath=TRUSTEEMAG/PubsNewsArticleGen/data/2005/
0505TRU_FEA_CoverStory. Accessed July 2009.

Royo MB, Kimberly LL, Skoufalos A. Hospitalist medicine: voluntary or
mandatory? Virtual Mentor. 2008;10(12):813-816.

Sox HC. The hospitalist model: perspectives of the patient, the internist,
and internal medicine. Ann Intern Med. 1999;130:368-372.

Alexander GC, Lantos JD. The doctor-patient relationship in the post-
managed care era. Am J Bioeth 2006;6(1):29-32.

Pham HH, Devers KJ, Kuo S, et al. Health care market trends and the
evolution of hospitalist use and roles. J Gen Intern Med. 2005;20:101-107.
Alpers A. Key legal principles for hospitalists. Dis Mon. 2002;48(4):
197-206.

Society of Hospital Medicine. Professionalism and medical ethics. J] Hosp
Med. 2006;1:90-91.

Abbo ED, Volandes AE. Teaching residents to consider costs in medical
decision making. Am J Bioeth 2006;6(4):33-34.

Jonsen AR, Siegler M, Winslade WJ. Clinical Ethics: A Practical Approach
to Ethical Decision in Clinical Medicine. 6th ed. New York, NY: McGraw-
Hill Medical; 2006.

Rettenmaier AJ, Saving TR. The 2004 Medicare and Social Security trust-
ees reports. National Center for Policy Analysis, Study No. 266. 2004.
Available at: http://www.ncpa.org/pub/st/st266. Accessed July 2009.
Pham HH. Dismantling Rube Goldberg: cutting through the chaos to
achieve coordinated care. J] Hosp Med. 2009;4(4):259-260.

Snow V, Beck D, Budnitz T, et al. Transitions of Care Consensus Policy
Statement: American College of Physicians, Society of General Internal
Medicine, Society of Hospital Medicine, American Geriatrics Society,
American College of Emergency Physicians, and Society for Academic
Emergency Medicine. J Hosp Med. 2009;4:364-70. [http://dx.doi.org/
10.1002/jhm.510]



