
n 1996, Robert Wachter and Lee Goldman pro-
posed the word hospitalist to describe a physician
who primarily dedicates his or her practice to the
care of hospitalized patients.1 There is no clear

consensus on a more exact definition of the term,
although physicians who spend at least 25% of their
time practicing inpatient medicine have often been
given the designation.2 By this terminology, any physi-
cian in a busy traditional outpatient-inpatient practice
may be considered a hospitalist. For purposes of this
article, however, the term hospitalist will apply to any
physician (typically a general internist) who concen-
trates almost exclusively on the practice of general
inpatient medicine.

HISTORY OF THE HOSPITALIST MOVEMENT

Historically, traditional internists or family practi-
tioners are physicians who care for patients in both
outpatient and inpatient settings. The practice model
typically mandates that these clinicians make hospital
rounds early in the morning and again at the end of
the day. Not infrequently, physicians are interrupted
throughout the day with telephone calls concerning
hospitalized patients or admissions from the emer-
gency department. Such interruptions often interfere
with the ability to efficiently treat patients in the office.

Whereas many clinicians still enjoy the traditional
model of patient care, a growing number of primary
care physicians find it increasingly difficult to provide
efficient, prompt care simultaneously to patients in the
hospital and those in the office because of constraints,
such as the preauthorization necessary for insurance
companies, excessive paperwork, and frequent inter-
ruptions. In addition, with declining monetary reim-
bursement for both ambulatory and hospital patient
care, many clinicians have noted a decline in office
productivity when they have to make visits to the hospi-
tal for a small number of patients. Moreover, with the
rapidly changing therapies and diagnostic technolo-
gies necessary for care of hospitalized patients with
often complicated disorders, it can be difficult to

remain current with the latest modalities for common-
ly encountered inpatient problems. Some physicians
also may find it difficult to maintain inpatient proce-
dural skills (eg, central venous catheterization, lumbar
puncture, endotracheal intubation) if they only per-
form these procedures infrequently. Partly because of
these reasons, the hospitalist movement has increased
in popularity in recent years.

The concept of “outpatient physicians” and “inpa-
tient physicians” is not new and has, in fact, typified
patient care in Great Britain and Canada for some
time.1,3 However, when Wachter and Goldman first
used the term hospitalist to describe an emerging role
in the American health care system, the concept was
less familiar in the United States. Somewhat propheti-
cally, Wachter and Goldman predicted a rapid increase
in the number of hospitalists and a surge in their popu-
larity.1

In 1999, a national organization exclusively dedicat-
ed to this emerging field was formed, known as the
National Association of Inpatient Physicians (NAIP).2,4,5

The NAIP is currently an affiliate of the American
College of Physicians-American Society of Internal
Medicine (ACP-ASIM) and hosts a national meeting
annually, in the days preceding the national ACP-ASIM
meeting. Currently, the NAIP has approximately 1800
members and continues to grow at a rapid pace.5

Surveys conducted by the NAIP have identified no
fewer than 4500 hospitalists nationally. In fact, most
adult general hospitals with a bed capacity of 200 or
more have a hospitalist system implemented or are in
the process of launching such a program.5,6

WHO ARE HOSPITALISTS?

Based on surveys conducted by the NAIP, the majority
of hospitalists are general internists by training, typically
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An experienced hospitalist can usually manage the
majority of general medical problems encountered in
the hospital setting. In fact, some authors have predict-
ed that subspecialists may eventually object to the
smaller number of consultations requested by hospital-
ists, compared to primary care physicians, which could
lead to a decrease in subspecialists’ revenue.6

Many hospitalists also perform a variety of general
medical procedures frequently used in the care of the
hospitalized patient.10 Common hospitalist procedures
include central venous catheterization, endotracheal
intubation, lumbar puncture, thoracentesis, paracente-
sis, arthrocentesis, and arterial puncture. Proficiency in
these procedures may decrease the occurrence of iatro-
genic complications, as well as the cost of having to
consult another physician to perform them.

The hospitalist typically manages most aspects of
patient care after admission—not only providing med-
ical care but also organizing subspecialty services, pal-
liative care, and social services, when necessary. Some
studies have further shown that the hospitalist model
can decrease hospital stay by approximately half a day.8

This benefit most likely results from the availability of
the hospitalist and the timely orchestration of dis-
charge planners and social workers from the outset of
hospitalization.11

Just as importantly, a major duty of the hospitalist is
timely, accurate communication with the patient’s pri-
mary care provider.2 Hospitalists often contact the
patient’s physician by telephone on admission, dis-
charge, or any change in patient status. A written letter
or summary at discharge is also an important way of
providing information to the primary care physician
and ensuring continuity of care.

In some settings, teaching is another duty of the
hospitalist.9,10 Private practice hospitalists often provide
teaching to house officers and medical students in pri-
vate teaching hospitals. In fact, hospitalist rotations
have been shown to increase short-term knowledge 
of hospital medicine in fourth-year medical stu-
dents.12 As noted earlier, the academic hospitalist acts
in more of a supervisory role to house officers and stu-
dents rather than becoming involved in direct patient
care.1,9,13

Lastly, clinical research is another growing area of 
hospitalist practice.4 Academic hospitalists conduct 
the majority of hospitalist research, most of which is 
outcomes-based. However, various observational and 
retrospective studies also are performed by hospitalists
involved in other practice models, and these studies can
provide useful information for patient care in this rela-
tively new field.

PROS AND CONS OF THE HOSPITALIST MODEL

As with any new and unfamiliar undertaking, there
are potential concerns about the role of hospitalists in
our health care system. Nevertheless, hospitalists can
have several beneficial effects on patient care. First of
all, hospitalists are usually available on short notice and
are often able to assess acutely ill patients and intervene
in their care very rapidly. Hospitalists can also potential-
ly shorten a patient’s time in the emergency depart-
ment by being available throughout the day to expedite
admission.3 In contrast, the offices of primary care
physicians may be distant from the hospital, making it
difficult for them to assess patients quickly in the emer-
gency department. Another benefit of hospitalist care is
the availability of physicians to frequently assess ill
patients throughout the day and to follow up on labora-
tory and radiologic data more expediently. Frequent
follow-up can lead to more prompt and efficient institu-
tion of therapy, which could potentially decrease the
number of adverse outcomes and the length of stay.10

As noted earlier, an efficient, experienced hospital-
ist often becomes very comfortable caring for a variety
of acute medical conditions. As such, the need for sub-
specialty consultation may decrease in some cases,
leading to lower hospital costs and allowing more
focused care. Of course, experienced hospitalists
should realize the limitations of their expertise and
obtain timely subspecialty consultation when necessary.
Hospitalists often are very familiar with consultants
from a variety of surgical and medical specialties and
also may know which consultants to avoid in certain sit-
uations, thus directly benefitting patient care.

Perhaps the strongest argument to be made in favor
of the hospitalist system is the old adage “practice makes
perfect.”6 Physicians who spend practically their entire
clinical experience directly caring for hospitalized
patients become more versatile and comfortable in the
hospital setting.3 For example, a full - time general
internist practicing as a hospitalist in a busy practice may
have daily responsibility for 15 to 20 patients who have
various disorders. Not surprisingly, the hospitalist will like-
ly care for more patients with conditions such as pneu-
monia, sepsis, heart failure, stroke, and diabetic compli-
cations than would an ambulatory medicine–focused
physician, who may see only a handful of hospitalized
patients within a given week. By frequently caring for
patients with acute medical illnesses, the hospitalist often
becomes more comfortable caring for significantly ill
patients and treating complications that are unique to 
a hospitalized patient population (eg, venous throm-
boembolism, refeeding syndrome, aspiration, nosocomi-
al infections), as well as performing certain procedures
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(eg, central venous catheterization, endotracheal intub-
ation).10 

On the other hand, primary care physicians, by dedi-
cating their time to an ambulatory practice, can devel-
op extraordinary outpatient skills, most notably in pre-
ventive health services, which can vastly benefit patients.
The hospitalist system, as noted earlier, can increase
efficiency of office-based physicians by eliminating the
need to interrupt them with telephone calls about hos-
pitalized patients and hospital admissions during office
hours.2

Another benefit of the hospitalist system that has
been reported in some studies (and was mentioned pre-
viously) is a decreased length of hospital stay for patients
admitted to a hospitalist service. This decrease has not
been shown to adversely affect patient outcomes and has
been shown to decrease hospital costs.8 In addition,
timely discharge also may reduce the rate of iatrogenic
complications or nosocomial infections in patients at
risk, although this outcome needs future study.

The discipline of hospitalist medicine also has
opened up new areas of research, typically outcomes-
based studies that assess various aspects of acute hospi-
tal care, such as cost containment, length of stay, over-
all cost of hospitalization, and quality of care provided
by hospitalists.4 In addition, clinically based research
that is not of interest to subspecialists may be potential
areas of research conducted by hospitalists. As noted
previously, most hospitalist research is conducted by
academic hospitalists at university medical centers;
because house officers provide direct patient care, fac-
ulty can focus more intently on research.

Despite these potential advantages of the hospitalist
system, many have voiced concern about establishment
of such a system. Some physicians fear that some hospi-
tals may adopt a “closed system,” only allowing hospital-
ists to admit patients and thereby excluding primary
care physicians from inpatient practice.4 Only time will
tell whether larger hospitals will develop a closed sys-
tem, although the concern is certainly valid. There-
fore, a voluntary hospitalist system would benefit all
parties by avoiding understandable hard feelings and
providing a healthy environment of accountability and
competition.

Another proposed disadvantage of the hospitalist
system is the possibility of primary care providers losing
their inpatient skills. However, this loss is counterbal-
anced by the improvement of ambulatory skills neces-
sary for optimal patient care.2 Indeed, it is very difficult
for physicians to stay current with the vast amount of
literature pertaining to ambulatory as well as hospital-
ized patients. Hence, by concentrating on ambulatory

issues, primary care physicians can stay current with
the latest advances in that field.

As suggested earlier, some subspecialists may
approach the hospitalist model with trepidation out of
fear of fewer consultations requested by experienced
hospitalists.1 Experienced hospitalists often treat many
common syndromes (eg, congestive heart failure,
chronic obstructive pulmonary disease, various bacteri-
al infections) traditionally considered to be the realm
of various subspecialties. However, this decreased need
for consultation may not only lower health care costs
but also aid the specialist in becoming more efficient in
his or her subspecialty by avoiding excessive consulta-
tion. In any case, subspecialty consultation is often nec-
essary in the ill adult patient, and a prudent hospitalist
will obtain assistance from a subspecialist whenever
necessary.

Some opponents of the hospitalist model voice con-
cern about the potential for poor communication
between hospitalists and primary care physicians, a
concept termed the information voltage drop.2 However,
as long as appropriate telephone calls are made and
letters and discharge summaries are promptly sent to
primary care physicians, this eventuality can (and
should) be avoided.

An interruption in the relationship between a pa-
tient and his or her ambulatory physician when a hospi-
talist takes over the patient’s care is another potential
problem.7 Now that a “stranger” is caring for the pa-
tient, the fear is that there may be a loss of medical
information, because the patient may be hesitant to
fully confide in or trust the hospitalist. To the contrary,
however, studies have shown that most patients are satis-
fied with the care provided by hospitalists and are will-
ing to sacrifice familiarity with their physician for the
hospitalist’s availability and expertise in the care of
acutely ill patients.2 In addition, in the author’s experi-
ence, patients rarely object to being cared for by an
unfamiliar physician if they believe they are listened to
and given expedient, competent care. Overall, the hos-
pitalist system seems to have more pros than cons, not
only for the involved physicians but also for the patient.

FUTURE ISSUES IN HOSPITALIST CARE

The hospitalist movement in American health care is
enjoying immense popularity and continues to grow at a
rapid pace. Currently, the majority of hospitalists are gen-
eral internists, with board certification in internal medi-
cine. Issues regarding separate board certification or a
certificate of added qualification in hospital medicine
have been raised and certainly are valid. After all, 3 rela-
tively new specialties—emergency medicine, critical care
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medicine, and family practice—all originated from
trends in medical practice that filled a specific niche4;
subsequently, all of these disciplines became areas of
board certification and currently enjoy security as special-
ties.

One could argue strongly that hospitalists deserve
the opportunity for additional board certification
beyond internal medicine, especially because the disci-
pline of hospital medicine meets many of the criteria
required by the American Board of Internal Medicine
for subspecialty certification: (1) the subspecialty must
have a unique body of knowledge, (2) the subspecialty
must be clinically applicable and sufficient to support a
distinct form of practice, (3) the subspecialty must gen-
erate new information and areas of research, (4) the
subspecialty must require a training period of at least
12 months, and (5) the subspecialty must have both
ample trainees and potential training programs.4 The
hospitalist model fits well into each of these criteria.
For example, the body of knowledge required to prac-
tice hospital medicine is very broad and quite different
than that of primary care medicine. The subspecialty
of hospital medicine is clearly clinically applicable, and
there is little doubt about its ability to support a distinct
form of practice. In addition, hospital medicine has
opened up new avenues for generating research on
hospitalized adults and outcomes. A training period of
an additional 12 months seems reasonable and may
appeal to house officers wishing to advance their
knowledge and technical skills. Whether the field of
hospital medicine will eventually enjoy the status of
board certification, however, remains to be seen.

Another future issue in hospitalist care involves the
real threat of burnout.10 Hospitalists, especially those in
private practice, frequently spend long hours in the
hospital and care for significantly ill patients with multi-
ple medical problems, both of which activities can be
physically draining. On-call and nighttime responsibili-
ties also play a role in physician fatigue. Moreover, in
addition to the intense mental stimulation hospital
medicine demands, the additional issues of discharge
planning, pressure from insurance companies and
health maintenance organizations, and declining reim-
bursement all contribute to potential burnout. Ways to
avoid burnout include sharing call responsibilities,
instituting shift work, and working several days on fol-

lowed by several days off duty. The academic hospitalist
model may decrease burnout as well, because the
physician functions as a supervisor with largely pre-
dictable hours because of housestaff availability for
direct around-the-clock patient care.

In conclusion, this is a unique time for hospitalists, in
light of the rapid increase in the popularity of their disci-
pline and the growing number of employment opportu-
nities. It seems that Wachter and Goldman may have
been right1 and that hospitalists are here to stay. HP
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