
BRIEF REPORTS

A Resident-Created Hospitalist Curriculum for Internal
Medicine Housestaff

Andre Kumar, MD*, Andrea Smeraglio, MD, Ronald Witteles, MD, Stephanie Harman, MD, Shriram Nallamshetty, MD,
Angela Rogers, MD, Robert Harrington, MD, Neera Ahuja, MD

Department of Medicine, Stanford University School of Medicine, Stanford, California.

The growth of hospital medicine has led to new chal-
lenges, and recent graduates may feel unprepared to
meet the expanding clinical duties expected of hospi-
talists. At our institution, we created a resident-inspired
hospitalist curriculum to address the training needs for
the next generation of hospitalists. Our program pro-
vided 3 tiers of training: (1) clinical excellence through
improved training in underemphasized areas of hospital

medicine, (2) academic development through required
research, quality improvement, and medical student
teaching, and (3) career mentorship. In this article, we
describe the genesis of our program, our final product,
and the challenges of creating a curriculum while
being internal medicine residents. Journal of Hospital
Medicine 2016;11:646–649. VC 2016 Society of Hospital
Medicine

Hospital medicine has grown tremendously since its
inception in the 1990s.1,2 This expansion has led to
the firm establishment of hospitalists in medical edu-
cation, quality improvement (QI), research, subspeci-
alty comanagement, and administration.3–5

This growth has also created new challenges. The
training needs for the next generation of hospitalists
are changing given the expanded clinical duties
expected of hospitalists.6–8 Prior surveys have sug-
gested that some graduates employed as hospitalists
have reported feeling underprepared in the areas of
surgical comanagement, neurology, geriatrics, pallia-
tive care, and navigating the interdisciplinary care
system.9,10

In keeping with national trends, the number of resi-
dents interested in hospital medicine at our institution
has dramatically increased. As internal medicine resi-
dents interested in careers in hospitalist medicine, we
felt that improving hospitalist training at our institu-
tion was imperative given the increasing scope of
practice and job competitiveness.11,12 We therefore
sought to design and implement a hospitalist curricu-
lum within our residency. In this article, we describe
the genesis of our program, our final product, and the
challenges of creating a curriculum while being inter-
nal medicine residents.

METHODS
Needs Assessment

To improve hospitalist training at our institution, we
first performed a needs assessment. We contacted
recent hospitalist graduates and current faculty to
identify aspects of their clinical duties that may have
been underemphasized during their training. Next, we
performed a literature search in PubMed using the
combined terms of “hospitalist,” “hospital medicine,”
“residency,” “education,” “training gaps,” or
“curriculum.” Based on these efforts, we developed a
resident survey that assessed their attitudes toward
various components of a potential curriculum. The
survey was sent to all categorical internal medicine
residents at our institution in December 2014. The
survey specified that the respondents only include
those who were interested in careers in hospital medi-
cine. Responses were measured using a 5-point Likert
scale (1 5 least important to 5 5 most important).

Curriculum Development

Our intention was to develop a well-rounded program
that utilized mentorship, research, and clinical experi-
ence to augment our learner’s knowledge and skills
for a successful, long-term career in the increasingly
competitive field of hospital medicine. When designing
our curriculum, we accounted for our program’s cur-
rent rotational requirements and local culture. Several
previously identified “underemphasized” areas within
hospital medicine, such as palliative care and neurol-
ogy, were already required rotations at our pro-
gram.3–5 Therefore, any proposed curricular changes
would need to mold into program requirements while
still providing a preparatory experience in hospital
medicine beyond what our current rotations offered.
We felt this could be accomplished by including rota-
tions that could provide specific skills pertinent to
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hospital medicine, such as ultrasound diagnostics or
QI.

Meeting With Stakeholders

We presented our curriculum proposal to the chief of
the Stanford Hospital Medicine Program. We identi-
fied her early in the process to be our primary mentor,
and she proved instrumental in being an advocate.
After several meetings with the hospitalist group to
further develop our program, we presented it to the
residency program leadership who helped us to final-
ize our program.

RESULTS
Needs Assessment

Twenty-two out of 111 categorical residents in our
program (19.8%) identified themselves as interested in
hospital medicine and responded to the survey. There
were several areas of a potential hospitalist curriculum
that the residents identified as important (defined as 4
or 5 on a 5-point Likert scale). These areas included
mentorship (90.9% of residents; mean 4.6, standard
deviation [SD] 0.7), opportunities to teach (86.3%;
mean 4.4, SD 0.9), and the establishment of a formal
hospitalist curriculum (85.7%; mean 4.2, SD 0.8).
The residents also identified several rotations that
would be beneficial (defined as a 4 or 5 on a 5-point
Likert scale). These included medicine consult/proce-
dures team (95.5% of residents; mean 4.7, SD 0.6),
point-of-care ultrasound diagnostics (90.8%; mean
4.7, SD 0.8), and a community hospitalist preceptor-
ship (86.4%; mean 4.4, SD 1.0). The residents also
identified several rotations deemed to be of lesser ben-
efit. These rotations included inpatient neurology
(only 27.3% of residents; mean 3.2, SD 0.8) and palli-
ative care (50.0%; mean 3.5, SD 1.0).

The Final Product: A Hospitalist Training Curriculum

Based on the needs assessment and meetings with pro-
gram leadership, we designed a hospitalist program
and named it the Stanford Hospitalist Advanced Prac-
tice and Education (SHAPE) program. The program

was based on 3 core principles: (1) clinical excellence:
by training in hospitalist-relevant clinical areas, (2)
academic development: with required research, QI,
and teaching, and (3) career mentorship.

Clinical Excellence By Training
in Hospitalist-Relevant Clinical Areas

The SHAPE curriculum builds off of our institution’s
current curriculum with additional required rotations
to improve the resident’s skillsets. These included
ultrasound diagnostics, surgical comanagement, and
QI (Box 1). Given that some hospitalists work in an
open intensive care unit (ICU), we increased the
amount of required ICU time to provide expanded
procedural and critical care experiences. The residents
also receive 10 seminars focused on hospital medicine,
including patient safety, QI, and career development
(Box 1).

TABLE 1. Key Differences in Curriculum
Requirements Between Our Internal Medicine
Residency Program and the Hospitalist Curriculum

Rotation Non-SHAPE SHAPE

ICU At least 12 weeks At least 16 weeks
Medical wards At least 16 weeks At least 16 weeks
Ultrasound diagnostics Elective Required
Quality improvement Elective Required
Surgical comanagement Elective Required
Medicine consult Elective Required
Neurology Required Required
Palliative care Required Required

NOTE: Abbreviations: ICU, intensive care unit; SHAPE, Stanford Hospitalist Advanced Practice and
Education.

BOX 1. The Stanford Hospitalist Advanced Practice
and Education (SHAPE) program curriculum.
Members of the program are required to complete
the requirements listed before the end of their
third year. Note that the clinical rotations are
spread over the 3 years of residency.

Stanford Hospitalist Advanced Practice and
Education Required Clinical Rotations

� Medicine Consult (2–4 weeks)
� Critical Care (16 weeks)
� Ultrasound Diagnostics (2 weeks)
� Quality Improvement (4 weeks)
� Inpatient Neurology (2 weeks)
� Palliative Care (2 weeks)
� Surgical Comanagement (2 weeks)

Required Nonclinical Work

� Quality improvement, clinical or educational pro-
ject with a presentation at an academic conference
or manuscript submission in a peer-reviewed
journal
� Enrollment in the Stanford Faculty Development

Center workshop on effective clinical teaching
� Attendance at the hospitalist lecture series (10 lec-

tures): patient safety, hospital efficiency, funda-
mentals of perioperative medicine, healthcare
structure and changing reimbursement patterns,
patient handoff, career development, prevention
of burnout, inpatient nutrition, hospitalist
research, and lean modeling in the hospital setting

Mentorship

� Each participant is matched with 3 hospitalist
mentors in order to provide comprehensive career
and personal mentorship
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Academic Development With Required Research
and Teaching
SHAPE program residents are required to develop a
QI, education, or clinical research project before grad-
uation. They are required to present their work at a
hospitalist conference or submit to a peer-reviewed
journal. They are also encouraged to attend the Soci-
ety of Hospital Medicine annual meeting for their
own career development.

SHAPE program residents also have increased
opportunities to improve their teaching skills. The res-
idents are enrolled in a clinical teaching workshop.
Furthermore, the residents are responsible for leading
regular lectures regarding common inpatient condi-
tions for first- and second-year medical students
enrolled in a transitions-of-care elective.

Career Mentorship
Each resident is paired with 3 faculty hospitalists who
have different areas of expertise (ie, clinical teaching,
surgical comanagement, QI). They individually meet
on a quarterly basis to discuss their career develop-
ment and research projects. The SHAPE program will
also host an annual resume-development and career
workshop.

SHAPE Resident Characteristics

In its first year, 13 of 25 residents (52%) interested in
hospital medicine enrolled in the program. The
SHAPE residents were predominantly second-year res-
idents (11 residents, 84.6%).

Among the 12 residents who did not enroll, there
were 7 seniors (58.3%) who would soon be graduat-
ing and would not be eligible.

DISCUSSION
The training needs of aspiring hospitalists are chang-
ing as the scope of hospital medicine has expanded.6

Residency programs can facilitate this by implement-
ing a hospitalist curriculum that augments training
and provides focused mentorship.13,14 An emphasis on
resident leadership within these programs ensures pos-
itive housestaff buy-in and satisfaction.

There were several key lessons we learned while
designing our curriculum because of our unique role
as residents and curriculum founders. This included
the early engagement of departmental leadership as
mentors. They assisted us in integrating our program
within the existing internal medicine residency and the
selection of electives. It was also imperative to secure
adequate buy-in from the academic hospitalists at our
institution, as they would be our primary source of
faculty mentors and lecturers.

A second challenge was balancing curriculum
requirements and ensuring adequate buy-in from our
residents. The residents had fewer electives over their
second and third years. However, this was balanced
by the fact that the residents were given first prefer-

ence on historically desirable rotations at our institu-
tion (including ultrasound, medicine consult, and
QI). Furthermore, we purposefully included current
resident opinions when performing our needs assess-
ment to ensure adequate buy-in. Surprisingly, the
residents found several key rotations to be of low
importance in our needs assessment, such as pallia-
tive care and inpatient neurology. Although this may
seem confounding, several of these rotations (ie, neu-
rology and palliative care) are already required of all
residents at our program. It may be that some resi-
dents feel comfortable in these areas based on their
previous experiences. Alternatively, this result may
represent a lack of knowledge on the residents’ part
of what skill sets are imperative for career hospital-
ists. 4,6

Finally, we recognize that our program was based
on our local needs assessment. Other residency pro-
grams may already have similar curricula built into
their rotation schedule. In those instances, a hospital-
ist curriculum that emphasizes scholarly advancement
and mentorship may be more appropriate.

CONCLUSIONS AND FUTURE DIRECTIONS
At out institution, we have created a hospitalist
program designed to train the next generation of
hospitalists with improved clinical, research, and
teaching skills. Our cohort of residents will be
observed over the next year, and we will adminis-
ter a follow-up study to assess the effectiveness of
the program.
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