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POLICY FORUM
Hospitalist Medicine: Voluntary or Mandatory?
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The hospitalist model has evolved rapidly into an established, site-based
specialization that serves as the pillar of inpatient care for a number of facilities
across the country. In the 10 years since the advent of the hospitalist movement,
there has been significant growth in the field, with approximately 20,000 hospitalist
clinicians in the United States today [1]. Despite this remarkable expansion,
questions about the model of care remain. With a growing repository of encouraging
cost and outcomes data, inquiries about hospitalist medicine have slowly moved
away from the merits of the model. A significant debate now centers on whether the
use of hospitalists should be mandated at institutions or remain a voluntary practice.

Evolution of the Hospitalist Model

The voluntary hospitalist model represents a logical progression from the traditional
physician-hospital relationship under which primary care physicians coordinated
care of their office or clinic patients in hospitals where they (the physicians) had
admitting privileges. Under the new model, hospitalists serve on hospital staffs in
place of primary care physicians and coordinate acute care for all inpatients. In a
voluntary hospitalist model, primary care physicians retain the option to manage
their patients throughout each hospitalization [2]. A mandatory hospitalist model
obligates primary care physicians to relinquish their inpatient-care services and
transfer acute-care management to a hospitalist. Understandably, there are few
mandatory models in practice.

If history is any indication, the likelihood that insurer-mandated hospitalist systems
will become widespread appears slim. Major health insurance companies across the
country began requiring physicians to transfer care of their hospitalized patients to
hospitalists in the late 1990s, citing shared benefits for both hospitals and primary
care physicians. The directive, however, did not allow for the systematic and mutual
evaluation of the hospitalist model and naturally evoked physician opposition and
resistance [3]. In a partial attempt to protect the interests of nonhospitalist internists,
the American College of Physicians (ACP) responded by affiliating with the
National Association of Inpatient Physicians—a burgeoning hospitalist medical
association that is now recognized as the Society of Hospital Medicine (SHM)—and
formalized an official position for both organizations that supports only voluntary
patient transfers to hospitalists.

While both the ACP and SHM continue to oppose a mandatory hospitalist
framework, it is interesting to note that the voluntary model appears to be declining
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in favor of increased physician employment by hospitals [4]. Underlying this trend
are strong economic forces, impinging on physicians and hospitals alike, that have
facilitated a self-selecting progression toward a structural network that closely
resembles the mandatory model originally proposed by insurers. This emerging
model represents an alignment of physician and hospital interests driven by the
recognition of mutual benefit.

Contributors to the Movement

Cost pressures have dramatically influenced primary care physicians’ willingness
and ability to manage their hospitalized patients. Among the most-cited pressures
are: inpatient reimbursement rates that have not kept pace with rising practice costs,
heightened pressures of malpractice that accompany the delivery of care in a setting
of increased liability, and costs associated with the time-based tradeoff between
outpatient volume and the continuity of ambulatory and inpatient care. As a result, an
increasing number of primary care physicians have recognized value in a hospitalist
model [5, 6].

Health care systems, subjected to similar cost constraints, are basing decisions to
invest in hospitalist programs on a growing body of literature that demonstrates the
cost-effectiveness of the hospitalist model [7]. The 24-hour access to an on-site
physician provides a level of care that has translated into reductions in patient length
of stay and lower hospital costs, while maintaining a standard of quality equivalent
to that delivered by primary care physicians [7, 8]. And, because hospitalist models
limit the multiplicity of physicians who oversee inpatient care, hospital systems view
the framework as an ideal means for supporting the implementation of quality and
safety initiatives [5].

Patient-Centered Initiative

As primary care physicians elect to provide a diminishing share of inpatient services,
and health care systems seek to improve quality and efficiency, we are seeing a
restructuring of the traditional physician-hospital paradigm, one in which the
interests of primary care physicians and hospitals seem to have found common
ground. What is lost, however, in the oversight of acute inpatient care is the most
critical aspect of any health care delivery model—the patient. While a hospitalist
model that is built around the goals of improving quality and efficiency does not
necessarily conflict with patient care interests, the potential for these goals to diverge
certainly exists. A great breadth of literature has validated the hospitalist model as a
means to improve the efficiency of inpatient care, but the extent to which quality
outcomes truly benefit from this model remains unclear [8].

The question, then, is not whether a hospitalist model should retain its predominantly
voluntary status, but rather how the hospitalist model can be designed to ensure that
the patient-centered initiatives of quality and safety remain on equal footing with the
economic drivers of cost and efficiency. As we adopt this new framework,
physicians must evolve in a manner that preserves their ethical commitment to the
patient’s well-being. Like the concerns that emerged with the introduction of the
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managed care model in the 1990s, when fiscal constraints and limited patient choice
impinged on physician autonomy in determining care, hospitalist systems present
their own intricacies [9-11]. The hospitalist model introduces the potential for
diminished patient autonomy, poses challenges for the continuity of care and patient-
physician communication, and even raises possible conflicts of interest when
financial incentives and patients’ interests do not align [12].

Given current upheavals in the financial markets, it is likely that health care cost-
containment measures, with which the hospitalist model is finding itself increasingly
entwined, will take on greater importance in the national and global economies.
While the long-term impact of today’s economic climate on health care delivery
remains to be seen, it is clear that, as fiscal pressures grow, the significance of
safeguarding patients’ best interests becomes paramount. Assessments confirm a
general acceptance of the hospitalist model [13, 14]. Patients appreciate improved
access to a physician dedicated to their care, even if it is one with whom they are less
familiar. For their part, hospitalists, as newly devoted stewards of inpatient care
resources, must expand on this opportunity to preserve the focus on the patient.
Further research will gauge the hospitalist model’s capacity to improve clinical
outcomes, but the parallel progression of quality, safety, cost, and efficiency, in a
manner that upholds Hippocratic ideals, can only be achieved through the watchful
dedication of hospitalists themselves.
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