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Given the growing field of Pediatric Hospital Medicine (PHM)
and the need to define strategic direction, the Society of
Hospital Medicine, the American Academy of Pediatrics,
and the Academic Pediatric Association sponsored a
roundtable to discuss the future of the field. Twenty-one
leaders were invited plus a facilitator utilizing established
health care strategic planning methods. A ‘‘vision
statement’’ was developed. Specific initiatives in 4 domains
(clinical practice, quality of care, research, and workforce)
were identified that would advance PHM with a plan to
complete each initiative. Review of the current issues
demonstrated gaps between the current state of affairs and
the full vision of the potential impact of PHM. Clinical
initiatives were to develop an educational plan supporting
the PHM Core Competencies and a clinical practice

monitoring dashboard template. Quality initiatives included
an environmental assessment of PHM participation on key
committees, societies, and agencies to ensure appropriate
PHM representation. Three QI collaboratives are underway.
A Research Leadership Task Force was created and the
Pediatric Research in Inpatient Settings (PRIS) network was
refocused, defining a strategic framework for PRIS, and
developing a funding strategy. Workforce initiatives were to
develop a descriptive statement that can be used by any
PHM physician, a communications tool describing ‘‘value
added’’ of PHM; and a tool to assess career satisfaction
among PHM physicians. We believe the Roundtable was
successful in describing the current state of PHM and laying
a course for the near future. Journal of Hospital Medicine
2012;7:329–334.VC 2011 Society of Hospital Medicine

Hospitalists are the fastest growing segment of physi-
cians in the United States.1 Given the growing field of
Pediatric Hospital Medicine (PHM) and the need to
define strategic direction, the Society of Hospital
Medicine (SHM), the American Academy of Pediatrics
(AAP), and the Academic Pediatric Association (APA)
sponsored a strategic planning meeting in February
2009 that brought together 22 PHM leaders to discuss
the future of the field.

PHM is at a critical juncture in terms of clinical
practice, research, workforce issues, and quality
improvement. The field has developed sufficiently to
produce leaders capable of setting an agenda and
moving forward. A discussion with the American
Board of Pediatrics (ABP) by PHM leaders from
the AAP, APA, and SHM at the Pediatric Hospital

Medicine 2007 Conference regarding subspecialty
designation stimulated convening the PHM Strategic
Planning Roundtable to address the task of coordinat-
ing further development of PHM (Table 1).

The objective of this article is to describe: (1) the
Strategic Planning Roundtable’s vision for the field of
pediatric hospital medicine; (2) the generation and
progress on specific initiatives in clinical practice,
quality, research, and workforce identified by the
Strategic Planning Roundtable; and (3) issues in the
designation of PHM as a subspecialty.

METHODS
The PHM Strategic Planning Roundtable was con-
ducted by a facilitator (S.M.) during a 2-day retreat
using established healthcare strategic planning
methods.2

Participants were the existing PHM leaders from the
AAP, APA, and SHM, as well as other national lead-
ers in clinical practice, quality, research, and work-
force. Development of the ‘‘vision statement’’ was a
key step in which the participants developed a consen-
sus-based aspirational view of the future. The draft
version of the vision statement was initially developed
after extensive interviews with key stakeholders and
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experts in PHM, and was revised by the participants
in the course of a facilitated group discussion during
the retreat. Following creation of the vision statement,
the group then defined the elements of transformation
pertaining to PHM and detailed the components of
the vision.
Analysis of internal and external environmental fac-

tors was critical in the strategic planning process. This
type of analysis, detailing the ‘‘current state’’ of PHM
practice, permitted the strategic planners to under-
stand the gaps that existed between the aspirational
vision statement and today’s reality, and set the stage
to identify and implement initiatives to achieve the
vision. Several months before the meeting, 4 expert
panels comprised of PHM specialists representing a
variety of academic and clinical practice settings were
brought together via e-mail and conference calls to
focus on 4 domains of PHM: clinical practice, quality
of care, research, and workforce. These groups were
asked to describe the current status, challenges, and
opportunities in these areas. Combining literature
review and key stakeholder interviews, their findings
and recommendations were distilled into brief summa-
ries that were presented at the Roundtable meeting.
Following the presentations, the participants, working
in small groups representing all areas of focus,-
provided additional feedback.
Following the creation of a consensus vision state-

ment and review of internal and external factors, the
participants worked to identify specific initiatives in
the 4 domains that would advance the field towards
the goals contained in the vision statement. These
initiatives were grouped into categories. Initiatives by
category were scored and prioritized according to pre-
determined criteria including potential impact, cost,
operational complexity, and achievability.
For each initiative selected, the group developed tar-

gets and metrics that would be used to track progress.
Assigning leadership, accountability, and a timeline to
each of the selected projects completed the implemen-
tation plan. In addition, the group developed an
organizational structure to provide oversight for the
overall process, and designated individuals represent-
ing the sponsoring organizations into those roles. In
conclusion, the group discussed potential structures to
guide the future of PHM.

CLINICAL PRACTICE
The Roundtable defined clinical practice for PHM as
the general medical care of the hospitalized child,
including direct patient care and leadership of the
inpatient service. Clinical practice is affected by a
number of current national trends including: fewer
primary care providers interested in, or with the time
to provide, inpatient care; resident work hour restric-
tions; increasing complexity of clinical issues; and
increasing availability of pediatric hospitalists. At the
hospital level, clinical practice is affected by increasing
need for quality and safety measures, electronic health
records and computerized physician order entry, and
mounting financial pressures on the hospital system.
Hospitalists are assuming more roles in leading
quality and safety initiatives, creating computerized
systems that address children’s needs, and creating
financially viable systems of quality pediatric care.3

Hospitalists’ clinical care and leadership roles are
emerging, and therefore the field faces training and
mentorship issues.
Progress to date in this area includes 2 textbooks

that define a scope of knowledge and practice, and a
newly developed journal in PHM. Core competencies
in PHM have been published and provide further
refinement of scope and a template for future
training.4

Multiple opportunities exist for hospitalists to estab-
lish themselves as clinical leaders. Hospitalists can
become the preferred providers for hospitalized
chronically ill children, with specific initiatives to
improve care coordination and multidisciplinary com-
munication. In addition to care coordination and
decreasing length of stay, hospitalists, with their inti-
mate knowledge of hospital operations, can be leaders
in hospital capacity management and patient flow to
increase operational efficiency. Hospitalists can
expand evidence-based guidelines for, and data about,
inpatient conditions, and explore the effect of work-
load and hours on patient care. In addition, there is
an expanding role into administrative areas, as well as
alternate care arenas, such as: intensive care support
(pediatric and neonatal), transport, sedation, palliative
care, and pain management. Activities in administra-
tive and alternate care areas have profound direct
affects on patient care, as well as providing value
added services and additional revenue streams which
can further support clinical needs. Finally, achieving
quality targets will likely be increasingly linked to
payment, so hospitalists may play a key role in the
incentives paid to their hospitals. Meeting these chal-
lenges will further solidify the standing of hospitalists
in the clinical realm.

QUALITY
National and governmental agencies have influenced
quality and performance improvement measurements
in adult healthcare, resulting in improvements in adult

TABLE 1. PHM Strategic Planning Table Objectives
Develop a strategic vision for the role of PHM in the future of children’s health care
Describe the current gaps between the vision and today’s reality
Develop a common understanding regarding current initiatives in

PHM domains of clinical practice, quality, research, and workforce
Determine the method(s) by which participants can be organized to

accomplish additional initiatives to implement the vision
Identify and prioritize key strategic initiatives
Assign accountability and determine next steps and timeline to

implement the selected initiatives

Abbreviation: PHM, pediatric hospital medicine.
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healthcare quality measurement.5 There is limited sim-
ilar influence or measure development in pediatric
medicine, so the ‘‘quality chasm’’ between adult and
child healthcare has widened. Few resources are
invested in improving quality and safety of pediatric
inpatient care. Of the 18 private health insurance
plans’ quality and pay for performance programs
identified by Leapfrog, only 17% developed pediatric-
specific inpatient measures.6 Only 5 of 40 controlled
trials of quality improvement efforts for children pub-
lished between 1980 and 1998 addressed inpatient
problems.7

There have been recent efforts at the national level
addressing these issues, highlighted by the introduc-
tion of The Children’s Health Care Quality Act, in
2007. Early studies in PHM systems focused on over-
all operational efficiency, documenting 9% to 16%
decreases in length of stay and cost compared to tradi-
tional models of care.8 Conway et al. identified higher
reported adherence to evidence-based care for hospi-
talists compared to community pediatricians.9 How-
ever, Landrigan et al. demonstrated that there is still
large variation in care that exists in the management
of common inpatient diagnoses, lacking strong
evidence-based guidelines even among pediatric hospi-
talists.10 Moreover, there have been no significant
studies reviewing the impact of pediatric hospitalists
on safety of inpatient care. Magnifying these
challenges is the reality that our healthcare system is
fragmented with various entities scrambling to define,
measure, and compare the effectiveness and safety of
pediatric healthcare.
These challenges create an opportunity for PHM to

develop a model of how to deliver the highest quality
and safest care to our patients. The solution is com-
plex and will take cooperation at many levels of our
healthcare system. Improving the safety and quality of
care for children in all settings of inpatient care in
the United States may best be accomplished via an
effective collaborative. This collaborative should be
comprehensive and inclusive, and focused on demon-
strating and disseminating how standardized, evi-
dence-based care in both clinical and safety domains
can lead to high-value and high-quality outcomes. The
success of PHM will be measured by its ability to
deliver a clear value proposition to all consumers and
payers of healthcare. The creation of a robust national
collaborative network is a first step towards meeting
this goal and will take an extraordinary effort. A
PHM Quality Improvement (QI) Collaborative work-
group was created in August 2009. Three collabora-
tives have been commissioned: (1) Reduction of
patient identification errors; (2) Improving discharge
communication to referring primary care providers for
pediatric hospitalist programs, and (3) Reducing the
misuse and overuse of bronchodilators for bronchioli-
tis. All the collaborative groups have effectively
engaged key groups of stakeholders and utilized stand-

ard QI tools, demonstrating improvement by the fall
of 2010 (unpublished data, S.N.).

RESEARCH
Despite being a relatively young field, there is a criti-
cal mass of pediatric hospitalist-investigators who are
establishing research career paths for themselves by
securing external grant funding for their work,
publishing, and receiving mentorship from largely
non-hospitalist mentors. Some hospitalists are now in
a position to mentor junior investigators. These hospi-
talist-investigators identified a collective goal of work-
ing together across multiple sites in a clinical research
network. The goal is to conduct high-quality studies
and provide the necessary clinical information to
allow practicing hospitalists to make better decisions
regarding patient care. This new inpatient evidence-
base will have the added advantage of helping further
define the field of PHM.
The Pediatric Research in Inpatient Settings Net-

work (PRIS) was identified as the vehicle to accom-
plish these goals. A series of objectives were identified
to redesign PRIS in order to accommodate and organ-
ize this new influx of hospitalist-investigators. These
objectives included having hospitalist-investigators
commit their time to the prioritization, design, and
execution of multicenter studies, drafting new gover-
nance documents for PRIS, securing external funding,
redefining the relationships of the 3 existing organiza-
tions that formed PRIS (AAP, APA, SHM), defining
how new clinical sites could be added to PRIS, creat-
ing a pipeline for junior hospitalist-investigators to
transition to leadership roles, securing a data coordi-
nating center with established expertise in conducting
multicenter studies, and establishing an external
research advisory committee of leaders in pediatric
clinical research and QI.
Several critical issues were identified, but funding

remained a priority for the sustainability of PRIS.
Comparative effectiveness (CE) was recognized as a
potential important source of future funding. Pediatric
studies on CE (eg, surgery vs medical management)
conducted by PRIS would provide important new
data to allow hospitalists to practice evidence-based
medicine and to improve quality.
A Research Leadership Task Force was created with

4 members of the PHM Strategic Planning Roundtable
to work on the identified issues. The APA leadership
worked with PRIS to establish a new Executive Coun-
cil (comprised of additional qualified hospitalist-inves-
tigators). The Executive Council was charged with
accomplishing the tasks outlined from the Strategic
Planning Roundtable. They have created the gover-
nance documents and standard operating procedures
necessary for PRIS to conduct multicenter studies,
defined a strategic framework for PRIS including the
mission, vision and values, and funding strategy. In
February 2010, PRIS received a 3-year award for over
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$1 million from the Child Health Corporation of
America to both fund the infrastructure of PRIS and
to conduct a Prioritization Project. The Prioritization
Project seeks to identify the conditions that are costly,
prevalent, and demonstrate high inter-hospital varia-
tion in resource utilization, which signals either lack
of high-quality data upon which to base medical deci-
sions, and/or an opportunity to standardize care
across hospitals. Some of these conditions will war-
rant further investigation to define the evidence base,
whereas other conditions may require implementation
studies to reliably introduce evidence into practice.
Members of the Executive Council received additional
funding to investigate community settings, as most
children are hospitalized outside of large children’s
hospitals. PRIS also reengaged all 3 societies (APA,
AAP, and SHM) for support for the first face-to-face
meeting of the Executive Council. PRIS applied for 2
Recovery Act stimulus grants, and received funding
for both of approximately $12 million. The processes
used to design, provide feedback, and shepherd these
initial studies formed the basis for the standard oper-
ating procedures for the Network. PRIS is now reen-
gaging its membership to establish how sites may be
able to conduct research, and receive new ideas to be
considered for study in PRIS.
Although much work remains to be done, the Exec-

utive Council is continuing the charge with quarterly
face-to-face meetings, hiring of a full-time PRIS Coor-
dinator, and carrying out these initial projects, while
maintaining the goal of meeting the needs of the mem-
bership and PHM. If PRIS is to accomplish its mission
of improving the health of, and healthcare delivery to,
hospitalized children and their families, then the types
of studies undertaken will include not only original
research questions, but also comparative implementa-
tion methods to better understand how hospitalists in
a variety of settings can best translate research find-
ings into clinical practice and ultimately improve
patient outcomes.

WORKFORCE
The current number of pediatric hospitalists is difficult
to gauge11; estimates range from 1500 to 3000 physi-
cians. There are groups of pediatric hospitalists within
several national organizations including the AAP,
APA, and SHM, in addition to a very active listserve
community. It is likely that only a portion of pediatric
hospitalists are represented by membership in these
organizations.
Most physicians entering the field of PHM come

directly out of residency. A recent survey by Freed
et al.12 reported that 3% of current pediatric residents
are interested in PHM as a career. In another survey
by Freed et al., about 6% of recent pediatric residency
graduates reported currently practicing as pediatric
hospitalists.13 This difference may indicate a number

of pediatricians practicing transiently as pediatric
hospitalists.
There are numerous issues that will affect the

growth and sustainability of PHM. A large number of
pediatric residents entering the field will be needed to
maintain current numbers. With 45% of hospitalists
in practice less than 3 years,11 the growth of PHM in
both numbers and influence will require an increasing
number of hospitalists with sustained careers in the
field. Recognition as experts in inpatient care, as well
as expansion of the role of hospitalists beyond the
clinical realm to education, research, and hospital
leadership, will foster long-term career satisfaction.
The increasingly common stature of hospital medicine
as an independent division, equivalent to general
pediatrics and subspecialty divisions within a depart-
ment, may further bolster the perception of hospital
medicine as a career.
The majority of pediatric hospitalists believe that cur-

rent pediatric residency training does not provide all of
the skills necessary to practice as a pediatric hospital-
ist,14 though there is disagreement regarding how addi-
tional training in pediatric hospital medicine should be
achieved: a dedicated fellowship versus continuing
medical education (CME). There are several initiatives
with the potential to transform the way pediatric hospi-
talists are trained and certified. The Residency Review
and Redesign Project indicates that pediatric residency
is likely to be reformed to better meet the training
demands of the individual resident’s chosen career
path. Changing residency to better prepare pediatric
residents to take positions in pediatric hospital medi-
cine will certainly affect the workforce emerging from
residency programs and their subsequent training
needs.15 The American Board of Internal Medicine and
the American Board of Family Medicine have approved
a ‘‘Recognition of Focused Practice in Hospital Medi-
cine.’’ This recognition is gained through the Mainte-
nance of Certification (MOC) Program of the respective
boards after a minimum of 3 years of practice. SHM is
offering fellow recognition in tiered designations of Fel-
low of Hospital Medicine (FHM), Senior Fellow of
Hospital Medicine, and Master of Hospital Medicine.
Five hundred hospitalists, including many pediatric
hospitalists, received the inaugural FHM designation in
2009. Organizational recognition is a common process
in many other medical fields, although previously lim-
ited in pediatrics to Fellow of the AAP. FHM is an im-
portant step, but cannot substitute for specific training
and certification.
Academic fellowships in PHM will aid in the

training of hospitalists with scholarly skills and will
help produce more pediatric hospitalists with clinical,
quality, administrative, and leadership skills. A model
of subspecialty fellowship training and certification
of all PHM physicians would require a several-fold
increase in available fellowships, currently approxi-
mately 15.
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Ongoing CME offerings are also critical to sustain-
ing and developing the workforce. The annual
national meetings of the APA, AAP, and SHM all
offer PHM-dedicated content, and there is an annual
PHM conference sponsored by these 3 organizations.
There are now multiple additional national and
regional meetings focused on PHM, reflecting the
growing audience for PHM CME content. The AAP
offers a PHM study guide and an Education in quality
improvement for pediatric practice (eQIPP) module on
inpatient asthma, specifically designed to facilitate the
MOC process for pediatric hospitalists.
Some form of ABP recognition may be necessary to

provide the status for PHM to be widely recognized
as a viable academic career in the larger pediatric
community. This would entail standardized fellow-
ships that will ensure graduates have demonstrated
proficiency in the core competencies. PHM leaders
have engaged the ABP to better understand the sub-
specialty approval process and thoughtfully examine
the ramifications of subspecialty status, specifically
what subspecialty certification would mean for PHM
providers and hospitals. Achieving ABP certification
may create a new standard of care meaning that non-
certified PHM providers will be at a disadvantage. It
is unknown what the impact on pediatric inpatient
care would be if a PHM standard was set without the
supply of practitioners to provide that care.

STRUCTURE
The efforts of the Roundtable demonstrate the poten-
tial effectiveness of the current structure that guides
the field: that of the cooperative interchange between
the PHM leaders within the APA, AAP, and SHM. It
may be that, similar to Pediatric Emergency Medicine
(PEM), no formal, unifying structure is necessary.
Alternatively, both Adolescent Medicine and Behav-
ioral and Developmental Pediatrics (BDP) have their
own organizations that guide their respective fields. A
hybrid model is that of Pediatric Cardiology which
has the Joint Council on Congenital Heart Disease.
This structure assures that the leaders of the various
organizations concerned with congenital heart disease
meet at least annually to report on their activities and
coordinate future efforts. Its makeup is similar to how

the planning committee of the annual national PHM
conference is constructed. Although PHM has largely
succeeded with the current organizational structure, it
is possible that a more formal structure is needed to
continue forward.

CONCLUSION
The Roundtable members developed the following
vision for PHM: ‘‘Pediatric hospitalists will transform
the delivery of hospital care for children.’’ This will
be done by achieving 7 goals (Table 2).
Attaining this vision will take tremendous dedication,

effort, and collaboration. As a starting point, the follow-
ing initiatives were proposed and implemented as noted:

Clinical

• Develop an educational plan supporting the PHM
Core Competencies, addressing both hospitalist train-
ing needs and the role as formal educators.

• Create a clinical practice monitoring dashboard template

for use at PHM hospitals and practices (implemented July

2010).

Quality

• Undertake environmental assessment of PHM partici-
pation on key quality and safety committees, soci-
eties, and agencies to ensure appropriate PHM
representation in liaison and/or leadership positions.

• Create a plan for a QI collaborative by assessing the
needs and resources available; draft plans for 2 proj-
ects (1 safety and 1 quality) which will improve care
for children hospitalized with common conditions
(started July 2009).

Research

• Create a collaborative research entity by restructuring
the existing research network and formalizing
relationships with affiliated networks.

• Create a pipeline/mentorship system to increase the
number of PHM researchers.

Workforce

• Develop a descriptive statement that can be used by
any PHM physician that defines the field of PHM and
answers the question ‘‘who are we?’’

• Develop a communications tool describing ‘‘value
added’’ of PHM.

• Develop a tool to assess career satisfaction among
PHM physicians, with links to current SHM work in
this area.

Structure

• Formalize an organizational infrastructure for over-
sight and guidance of PHM Strategic Planning
Roundtable efforts, with clear delineation of the rela-
tionships with the AAP, APA, and SHM.

TABLE 2. PHM Vision Goals
We will ensure that care for hospitalized children is fully integrated and includes the medical home
We will design and support systems for children that eliminate harm associated with hospital care
We will develop a skilled and stable workforce that is the preferred provider of care for

most hospitalized children
We will use collaborative research models to answer questions of clinical efficacy, comparative

effectiveness, and quality improvement, and we will deliver care based on that knowledge
We will provide the expertise that supports continuing education in the care of the hospitalized

child for pediatric hospitalists, trainees, midlevel providers, and hospital staff
We will create value for our patients and organizations in which we work based on

our unique expertise in PHM clinical care, research, and education
We will be leaders and influential agents in national health care policies that impact hospital care

Abbreviation: PHM, pediatric hospital medicine.
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This review demonstrates the work that needs to be
done to close the gaps between the current state of
affairs and the full vision of the potential impact of
PHM. Harm is still common in hospitalized children,
and, as a group of physicians, we do not consistently
provide evidence-based care. Quality and safety activ-
ities are currently dispersed throughout multiple
national entities often working in silos. Much of our
PHM research is fragmented, with a lack of effective
research networks and collaborative efforts. We also
found that while our workforce has many strengths, it
is not yet stable.
We believe the Roundtable was successful in describ-

ing the current state of PHM and laying a course for
the future. We developed a series of deliverable prod-
ucts that have already seen success on many fronts, and
that will serve as the foundation for further maturation
of the field. We hope to engage the pediatric commu-
nity, within and without PHM, to comment, advise,
and foster PHM so that these efforts are not static but
ongoing and evolving. Already, new challenges have
arisen not addressed at the Roundtable, such as further
resident work restrictions, and healthcare reform with
its potential effects on hospital finances. This is truly an
exciting and dynamic time, and we know that this is
just the beginning.

Acknowledgements
The authors acknowledge the contribution of all members of the round-
table: Douglas Carlson, Vincent Chiang, Patrick Conway, Jennifer Daru,
Matthew Garber, Christopher Landrigan, Patricia Lye, Sanjay Mahant,
Jennifer Maniscalco, Sanford Melzer, Stephen Muething, Steve Narang,
Mary Ottolini, Jack Percelay, Daniel Rauch, Mario Reyes, Beth Rob-
bins, Jeff Sperring, Rajendu Srivastava, Erin Stucky, Lisa Zaoutis, and
David Zipes. The authors thank David Zipes for his help in reviewing
the manuscript.

Disclosures: The National Leadership Strategic Planning Roundtable
Meeting was supported by the American Academy of Pediatrics (AAP),
the Academic Pediatric Association (APA), and the Society of Hospital
Medicine (SHM). The Pediatric Research in Inpatient Settings (PRIS)
Network is supported in part by the Child Health Corporation of

America, the APA, AAP, and SHM. R.S. is supported in part by the
Eunice Kennedy Shriver National Institute of Child Health and Human
Development career development award K23 HD052553, and the
Children’s Health Research Center at the University of Utah, and Primary
Children’s Medical Center Foundation. All authors disclose no conflicts of
interest.

References
1. Wachter RM, Goldman L. The hospitalist movement 5 years later.

JAMA. 2002;287(4):487–494.
2. Swayne LE, Glineter PM, Duncan JW. The Physician Strategist:

Setting Strategic Direction for Your Practice; Chicago, Irwin Profes-
sional Pub, 1996.

3. Freed GL, Dunham KM. Pediatric hospitalists: training, current
practice, and career goals. J Hosp Med. 2009;4(3):179–186.

4. The Pediatric Core Competencies Supplement. J Hosp Med. 2010;
5(suppl 2):1–114.

5. Simpson L, Fairbrother G, Hale S, Homer CJ. Reauthorizing SCHIP:
Opportunities for Promoting Effective Health Coverage and High
Quality Care for Children and Adolescents. Publication 1051.
New York, NY: The Commonwealth Fund; August 2007:4.

6. Duchon L, Smith V. National Association of Children’s Hospitals.
Quality Performance Measurement in Medicaid and SCHIP: Result
of a 2006 National Survey of State Officials. Lansing, MI: Health
Management Associates; August 2006.

7. Ferris TG, Dougherty D, Blumenthal D, Perrin JM. A report card on
quality improvement for children’s health care. Pediatrics. 2001;107:
143–155.

8. Srivastava R, Landrigan CP, Ross-Degnan D, et al. Impact of a hospi-
talist system on length of stay and cost for children with common
conditions. Pediatrics. 2007;120(2):267–274.

9. Conway PH, Edwards S, Stucky ER, Chiang VW, Ottolini MC, Land-
rigan CP. Variations in management of common inpatient pediatric
illnesses: hospitalists and community pediatricians. Pediatrics. 2006;
118:441–447.

10. Landrigan CP, Conway PH, Stucky ER, Chiang VW, Ottolini MC.
Variation in pediatric hospitalists’ use of unproven therapies: a study
from the Pediatric Research in Inpatient Settings (PRIS) network.
J Hosp Med. 2008;3(4):292–298.

11. Freed GL, Brzoznowski K, Neighbors K, Lakhani I. Characteristics
of the pediatric hospitalist workforce: its roles and work environ-
ment. Pediatrics. 2007;120(1):33–39.

12. Freed GL, Dunham KM, Jones Jr MD, McGuinness GA, Althouse
L. General pediatrics resident perspectives on training decisions
and career choice. Pediatrics. 2009;123(suppl 1):S26–S30.

13. Freed GL, Dunham KM, Switalski KE, Jones Jr MD, McGuinness
GA. Recently trained general pediatricians: perspectives on residency
training and scope of practice. Pediatrics. 2009;123(suppl 1):
S38–S43.

14. Ottolini M, Landrigan CP, Chiang VW, Stucky ER. PRIS survey: pe-
diatric hospitalist roles and training needs [abstract]. Pediatr Res.
2004(55):1.

15. Jones MD Jr, McGuinness GA, Carraccio CL. The Residency Review
and Redesign in Pediatrics (R3P) Project: roots and branches. Pedia-
trics. 2009;123(suppl 1):S8–S11.

Rauch et al. | PHM Strategic Planning Roundtable

334 An Official Publication of the Society of Hospital Medicine Journal of Hospital Medicine Vol 7 | No 4 | April 2012


