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The growing reliance on hospitalists in the United States
has implications for several areas of internal medicine,
including patient care, administration, clinical practice,
and medical education. This paper discusses some of the
potential advantages and disadvantages of the use of
hospitalists in each of these areas. The new hospitalist
practice mode highlights long-standing tensions about the
role and direction of internal medicine, tensions that affect
generalist and specialty care in both outpatient and hos-
pital settings. The career trajectory of hospitalists will de-
pend on whether burnout is a problem and on whether
hospitalists will be able to compete effectively with sub-
specialists, such as cardiologists and physicians specializing
in AIDS. Clearly, hospitalism meets a clinical need and
expands opportunities for internists, but it is important
that it not overreach, forfeiting primary care turf and
distorting medical education. This new field warrants close
monitoring because of its potential effects and because—
unlike related fields, such as emergency medicine and
intensive care—its birth was strongly influenced by system-
wide financial considerations.
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The emergence of a breed of inpatient internal
medicine subspecialists, dubbed hospitalists, rep-

resents a new, market-driven turn toward special-
ized care and functions in a managed care environ-
ment that emphasizes efficiency over continuity of
care. The development of the hospitalist has some
parallels with the development of the intensivist and
the neonatologist over the past few decades—the
hospitalist today is not unlike the intensivist of 25
years ago. But the hospitalist is an unusual blend of
subspecialist (in inpatient care) and generalist (across
a range of disparate conditions), and the growth of
the hospitalist field poses new and important issues.

Potential advantages and disadvantages of the
hospitalist model have been noted (1–3) and tend to
fall into four areas: patient care, administration (as
measured by the goals of increased efficiency and
reduced costs), clinical practice, and medical educa-
tion. In this paper, we examine controversies in each
of these areas, paying special attention to clinical
practice and medical education and to the effect of
hospitalists on the development of internal medi-
cine.

Patient Care

It can be persuasively argued both that hospital-
ists improve the quality of patient care and that
they detract from it. Both assertions may well be
true.

One apparent advantage that hospitalists offer is
increased experience with inpatient conditions and
procedures. Will this translate into better patient
outcomes? The answer to this key question depends
on whether the benefits that have been seen when
specialized practitioners are more experienced in
treating a disease or doing a procedure (4, 5) also
occur in the context of the more generalized expe-
rience that hospitalists acquire. Data are needed on
this point. In some cases, increased experience may
account for a more efficient, less burdensome pro-
cess, which is a benefit in itself even if patient
outcomes are not improved.

It may turn out that any improvements in quality
of care will be due to the hospitalist’s better respon-
siveness to service demands rather than to his or
her special medical knowledge. Hospitalists are like-
ly to become more adept than many community phy-
sicians at orchestrating the various consultations and
services required for inpatient care. Because they are
at the hospital full time, they can respond to con-
sultations and test results expeditiously, avoiding the
inevitable delays that occur because community phy-
sicians may be at the hospital only once a day. In
emergency situations, the availability of hospitalists
should improve the quality of care. The fact that the
home base of hospitalists is the hospital should also
serve as an incentive for these physicians to take a
strong interest in improving the suboptimal hospital
practices and policies that office-based physicians tol-
erate. Thus, hospitalists could be influential in pro-
moting hospital changes that improve care.

Inpatients would also benefit if hospitalists were
to pursue new areas of research in addition to their
clinical work. For too long, hospital-based care has
suffered from a narrow, specialty-based focus. Hospi-
talists should have a broader research interest and
agenda. They might explore such questions as, What
happens in the transition from inpatient to out-
patient care? or, What do we know about the effi-
cacy of preventing hospitalizations? In addition, the
hospitalist is well positioned to conduct patient-
oriented clinical research on common conditions
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that have not captured the interest of subspecialists.
For example, generalists have made important con-
tributions to our knowledge about the natural his-
tory of syncope (6) and pneumonia (7). Another
underdeveloped research area might be called
orphan illnesses, conditions that straddle different
specialties (for example, dementia straddles neurol-
ogy and psychiatry) and have been relatively ig-
nored. Here, too, academic generalists have signifi-
cantly advanced knowledge about dementia (8), low
back pain (9), and osteoporosis (10). An optimistic
prediction would be that recent substantial increases
in federal funding for clinical research would gen-
erate more funds with which to address the ne-
glected clinical research questions that should inter-
est hospitalists. Realistically, however, as part-time
researchers, hospitalists are likely to have difficulty
competing for research funds.

Offsetting some of these advantages are concerns
about the adverse effects of hospitalists on patient
care. One area in which hospitalists may adversely
affect care is by changing the nature of clinical
decision making. Experience with both adult and
neonatal intensive care units indicates that special-
ists tend to use more aggressive, technology-based
responses, whereas primary care providers tend to
be more conservative. Some balance results from
the presence of both perspectives. The increasing
disenfranchisement of the primary care physician
from decisions about inpatient care threatens this
balance. This tendency may be compounded by the
fact that hospitalists do not have a history with the
patients they treat; this may incline hospitalists to-
ward aggressive care rather than watchful waiting.

Much of the concern about the hospitalist model
has focused on the break that appears in the con-
tinuity of care. In a hospitalist system, patients (and
their families) often lose a physician whom they
know and with whom they have some level of com-
fort and confidence at a time when they are most
frightened and stressed. Of note, some anecdotal
reports suggest that this may be less of a problem
than expected; it needs to be carefully assessed
across various populations and provider settings. Pa-
tients may be less resistant to the change in care
partly because it is difficult for them to establish a
longstanding bond with a particular physician in the
current managed care environment. Patients switch
health plans and providers with surprising fre-
quency. Preliminary data from the past year show
that 19% of the U.S. population switched their
health insurance, and those who switch are twice as
likely not to have a usual source of care (The Com-
munity Tracking Study. The Center for the Study of
Health System Change; 1997). In addition, some
patients switch physicians without switching health
plans, and others lack a primary care physician to

begin with. As the market consolidates, however,
less switching and more continuity with primary
care physicians will probably be seen, increasing the
likelihood that patients will want to see their pri-
mary care physicians when they are hospitalized.

Wachter (11) has referred to the possibility of a
“voltage drop” in information as a patient is “hand-
ed off” from the primary care physician to the hos-
pitalist. The response to this potential problem
extends beyond ensuring an efficient transfer of
records. Nuances important to the practice of med-
icine are likely to be lost in the transfer, no matter
how efficient the record keeping. Primary care phy-
sicians are the doctors in whom patients most often
confide their hopes and fears. The physician who
knows the patient only as a creature of the hospi-
tal—and who therefore has a limited appreciation
of where the patient comes from or returns to—is
at a disadvantage in trying to provide care that
considers the patient’s overall interests.

End-of-life care is thus an area of particular con-
cern. At the same time that the hospitalist move-
ment is picking up momentum, a broad-based effort
to improve end-of-life care is taking hold. This is, in
part, a response to SUPPORT (Study To Under-
stand Prognoses and Preferences for Risks and Out-
comes of Treatment) (12), which documented large
numbers of patients dying in pain as well as a
serious disregard for patients’ wishes at the end of
life. A key component of the post-SUPPORT work
is aimed at promoting community-wide discussions
among patients and their physicians and families—
before a crisis—about values and preferences for
end-of-life care.

But where does this advance planning effort lead
if it is the hospitalist—a physician previously un-
known to the patient—who oversees decision mak-
ing at the end of life? Not every circumstance at the
end of life can be anticipated and recorded on pa-
per, and a physician who has talked with the patient
earlier is in a far better position than the hospitalist
to provide care that is consistent with the patient’s
desires. This is at the heart of the effort to conduct
advance planning conversations in concert with an
advance directive document. If a hospitalist is going
to be the primary caregiver at the end of life, it may
be necessary to rethink how patients can most ef-
fectively communicate their wishes about end-of-life
care.

In addition, the natural tendency of the hospital-
based physician toward aggressive, technology-
oriented measures could undermine the wishes of
patients who want only palliative care (including
symptom relief) and prefer to die at home with
their families rather than being hooked up to hos-
pital machines. Although the suggestion that the
hospitalist model could improve end-of-life care is
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plausible, a self-selection process could prove to be
a barrier. In the experience of one of the authors,
internal medicine residents who are more interested
in the “people side” of medicine go into fields such
as general internal medicine or rheumatology, where-
as those who are more fascinated with pathophysi-
ology and technology become invasive cardiologists,
intensivists, and (possibly) hospitalists. Residents who
become hospitalists may be fleeing office-based care
and the obligation of working with families over time
and thus may be the least inclined to work through
end-of-life issues with patients and families.

Administration

Increased efficiency and reduced costs are major
incentives driving the growth of the hospitalist move-
ment. This could benefit the patient and the prac-
tice plan as well as the primary care physician. When
an office-based physician is relieved of the need to
make unpredictable visits to the hospital, the prac-
tice—whether it be general internal medicine or
gastroenterology—stands to benefit. Patients do not
like to be kept waiting for appointments, and re-
moving the physician’s trips to the hospital elimi-
nates one source of delay. Health plans that mea-
sure patient satisfaction as a competitive measure of
quality will be pleased. In addition, physicians, es-
pecially those with a declining inpatient population,
may welcome the time gained. This time bonus may
be short-lived, however, if efficiency-conscious prac-
tice administrators see it as an opportunity to sched-
ule extra office visits. Physicians who give up inpatient
care responsibilities may also miss the continuing
contact they get by supervising their hospitalized
patients; how this will balance out in the long run
remains to be seen.

A “critical mass” of patients from the same or-
ganization is necessary to support a dedicated hos-
pitalist. Therefore, a hospitalist system may be effi-
cient only for large organizations, such as academic
medical centers or staff-model health maintenance
organizations. Despite earlier predictions that staff-
model health maintenance organizations would be-
come dominant, it now seems that smaller practice
models are both more viable and more attractive to
consumers. Thus, it is uncertain how applicable the
hospitalist concept will be in many practice settings.

Whether hospitalists will reduce medical care
costs is a complex question to which the answer is
still not known, but preliminary data are encourag-
ing (13, 14). When the physician’s availability elim-
inates delays that would otherwise, for example,
push the next test to the next day, hospital stays can
be shortened. For Medicare patients, this trend is
profitable for hospitals. Because Medicare physician

payments, however, are still mostly fee-for-service,
physicians still have an incentive to provide more
care. Therefore, who pays the hospitalist and what
their incentives are could have a major indirect
effect on the behavior of hospitalists with regard to
length of stay and use of tests and procedures.

Clinical Practice

Questions must be raised about the career tra-
jectory of internal medicine physicians who choose
to practice as hospitalists. It is easy to foresee that
such an intense style of practice could cut short a
career. Will hospitalist medicine, like emergency
medicine and intensive care medicine, tend to be a
profession for the young? The hospitalist confer-
ence held in San Francisco in December 1997 at-
tracted many young physicians who had recently
completed a chief residency. This is worrisome be-
cause a physician who has specialized so completely
in inpatient care may find a subsequent career in
ambulatory practice less rewarding as well as less
comfortable.

To prevent burnout, it has been suggested that
hospitalists have clinical care responsibilities for only
part of the year and that they conduct hospital
care–oriented research in the remaining time. Hos-
pitalists could also be physicians who spend less
than 100% of their time in the hospital; Wachter
(11) has proposed including those who spend 25%
or more of their time in hospital care. The idea of
a hospitalist who also maintains an office-based prac-
tice raises numerous questions. For example, are per-
sons who are drawn to the faster-paced, more in-
tensive work of a hospital likely to be content in a
slower-paced office setting? If hospitalists must main-
tain competence in office-based care in addition to
inpatient care, does this detract from the goal of
establishing a cadre of physicians who can concen-
trate on becoming expert in hospital-based care?

The career of the hospitalist also depends on the
long-term sustainability of a field in which physi-
cians concentrate in inpatient care but are really
generalists. Can hospitalists survive turf battles with
specialists? Hospitalists already compete with physi-
cians specializing in AIDS, cardiologists, and other
subspecialists; over time, they could become obso-
lete in the face of greater inpatient specialization—
at least in large hospitals. It may be difficult for hos-
pitalists, like primary care physicians, to optimally
treat a wide range of critical conditions. Thus, hos-
pitalism may represent a step on the way toward
greater specialization in many hospitals, and the hos-
pitalist model may turn out to be most viable in
rural settings where further specialization is inhib-
ited by volume limitations.
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The growth of the hospitalist model challenges
some core values of internal medicine as it has
developed in the United States. It highlights ten-
sions about whether internal medicine is a specialty
or a generalist field and about the degree to which
internal medicine is hospital-based or outpatient
practice–based.

Internal medicine’s great strength is its breadth.
It has room for both the primary care internist and
the intensivist. Given this breadth, however, it is not
surprising that there are cleavages within the fold.
In fact, internal medicine is challenged to breach
three splits. The first is between the subspecialist and
the generalist; academic internal medicine has long
been dominated by the subspecialist. The second is
between outpatient and hospital practice; specialists
and generalists exist in both venues, and (particu-
larly now that care is moving to settings outside of
the hospital) specialty care occurs increasingly in
outpatient settings. The third split, especially evi-
dent in academic settings, is between researchers
and clinicians.

The strict division between inpatient and out-
patient medical practice, which is at the heart of the
current hospitalist movement in the United States,
has been comfortably ensconced in the United
Kingdom, as well as other countries, for some time.
The tradition of the British consultant physician,
who takes over care of the hospitalized patient from
the general practitioner, is grounded in the British
Royal Colleges’ strong, early influence on the de-
velopment of medical practice in England. Internal
medicine developed differently in the United States,
without strong centralized guilds and through com-
petition with other specialties (15). What makes
internal medicine in the United States unique is its
twin areas of competence in specialty medicine and
generalist medicine. Both types of medicine include
outpatient and hospital care components, and both
stress continuity and coordination of care. If con-
siderable academic energy now flows into training
hospitalists, it could impede the current market-
driven evolution of both generalist and specialist
practice into predominantly outpatient medicine.

Medical Education

To some extent, hospitalizations can be seen as
failures—of compliance, of prevention, or of previ-
ous medical care. Understanding illness as part of a
continuum is one of the most important lessons for
a young physician to learn. Already, the declining
length of hospitalization and the serious, acute ill-
ness typical of hospitalized patients have reduced
opportunities for students and house staff to obtain
a broader perspective on where a patient has come

from. This educational loss will be compounded if
the primary internist (specialist or generalist), who
provides an important link to the patient’s earlier
life, is removed from the care team. Also important
is the transition out of the hospital, or discharge
planning. Ideally, the hospitalist will pay attention
to the periods before and after hospitalization. If he
or she does not, a considerable educational (as well
as patient care) loss will occur.

The break in the continuity of care associated
with the hospitalist movement ironically comes amid
increasing calls for more ambulatory care training in
residencies, intended in part to expose residents to
the full continuum of patient care (16, 17). It is pos-
sible that if hospitalists, with their allegiance to in-
patient care, become a dominant presence in train-
ing and a powerful role model for students and
residents, it may become increasingly difficult for
careers in ambulatory care to compete with careers
in hospitalist medicine. Student exposure to ambula-
tory practice could be overwhelmed by the hospital-
ists who serve as the primary mentors for hospital-
oriented clinical clerkships.

However, the increased presence of the hospital-
ist as role model or mentor could also have a sal-
utary effect. As hospitalists supplant that subgroup
of research-intensive attending physicians who do
little clinical care except during the month on which
they attend, the primacy of clinical internal medi-
cine will be reinforced for students and residents.
This is especially valuable for young physicians be-
cause academic leadership in internal medicine is so
often research-based rather than clinically focused.
(This is in sharp contrast to the situation in surgical
specialties, where academic leaders usually have a
more dominant clinical presence.)

Internal medicine, especially academic internal
medicine, has always been ambivalent about its pri-
mary care role. In recent years, internal medicine’s
increasing subspecialization contributed to the cre-
ation and success of family practice. Internal medi-
cine and family practice now compete for residents,
and recent residency match results indicate that fam-
ily medicine may be winning. Between 1991 and 1997,
the number of U.S. senior medical students match-
ing in family practice increased from 1374 to 2304,
whereas the number matching in internal medicine
(categorical and primary care) only increased from
2897 to 3486. Internal medicine offers many more
residency positions (in 1997, there were 7068 for all
internal medicine positions, including 1362 transi-
tional slots) than family practice does (3262 posi-
tions in 1997), and it therefore remains the largest
potential pool of primary care physicians. Neverthe-
less, in the past decade, the relative popularity of
these fields for U.S. medical students has reversed.
In 1986, 72.3% of internal medicine residency slots
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and 63.1% of family practice slots were filled by
U.S. medical students. By 1997, the figures were
63.1% for internal medicine and 71.7% for family
practice (19). The gap narrowed somewhat in the
1998 match, although family medicine continued to
have more U.S. graduates (66.2%) than internal
medicine did (62.4%) (18).

If internal medicine decides to make the hospi-
talist track a major thrust of training, it should
consider backing away from primary care and leav-
ing that field to family practice, which has never
been ambivalent about its commitment to primary
care. This would require a major decrease in the
total number of internal medicine residency posi-
tions. Such a step seems misguided, however, for
two reasons. First, primary care general internists
are well-established personal physicians and should
be in competition with family physicians. They fare
well in the current job market; residents in general
internal medicine encounter fewer difficulties than
internal medicine subspecialists do in finding suit-
able jobs as they enter the workforce (19).

Second, even if hospitalist training is emphasized
in medical education, one must take realistic career
opportunities after residency into account. For the
purpose of some rough calculations, assume that
each of the 818 U.S. acute care hospitals with more
than 200 beds hires four hospitalists, creating 3272
hospitalist positions. That is approximately equal
to the number of U.S. medical school graduates
(n 5 3206) entering internal medicine categorical
and primary care residencies in 1997. Even if
each of the 1527 hospitals with more than 100 beds
hired four hospitalists, it would take only a couple
of classes of residents to fill all of the slots. Of
course, not all residents will choose to be hospi-
talists, the four-hospitalists-per-hospital figure is
an estimate, and we don’t yet know how long
hospitalists will stay in their positions. But what-
ever the precise figure, the point is that the mar-
ket is finite and could be quickly saturated. If
substantial burnout is seen, of course, more op-
portunities would be available.

A generalist base remains the key to the internal
medicine residency. Perhaps in the third year of
training, when residents have more flexibility, it
might be sensible to offer a choice of paths: primary
care, specialty care, or inpatient care (hospitalist or
intensivist). An alternative would be to extend the
internal medicine residency to 4 years, with the final
year providing an opportunity for concentration in
primary care, specialty care, or inpatient care. How-
ever, given internal medicine’s current difficulties in
the residency match, lengthening the training re-
quirement is probably not practical.

Conclusions

At this point, it is unclear how much the hospital
of the future will rely on hospitalists to deliver care.
Certainly, managed care is driving much of the
growth of the hospitalist movement. Some primary
care physicians are at least initially resistant to turn-
ing their patients over to others, and it is still un-
clear whether they will have the option to retain
control over hospital care. Will reliance on hospi-
talists break out along rural–urban lines? Will hos-
pitalists be concentrated primarily where managed
care predominates? What is the ideal mix of com-
munity practitioners and hospitalists? Is placing all
hospital care in the hands of hospitalists a worth-
while goal, or even an acceptable option? How will
the growth of the hospitalist model affect internal
medicine’s balances between subspecialists and gen-
eralists and between office-based and hospital-based
care? Will the current, relatively leisurely pace of
the hospitalist succumb to the same “speed-up” eco-
nomic pressures that currently assail office practice?
If so, then the putative advantages of the hospital-
ist’s increased accessibility may be attenuated.

It is apparent that that the hospitalist movement
is gaining speed and that, in some form, hospitalists
are here to stay. Clearly, this new practice mode
meets a need and expands opportunities for inter-
nists. But it is important that it not overreach, for-
feiting primary care turf and distorting medical ed-
ucation. It warrants close monitoring, not least of all
because—unlike related fields, such as emergency
medicine and intensive care—its birth has been
strongly influenced by system-wide organizational
and financial considerations.
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