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MEMORANDUM
TO: Members of the Commission to Study Primary Care Medical Practice in Maine
FROM: Mary Mayhew, Vice President

DATE: September 14, 2007

Maine’s 39 community and psychiatric hospitals are all nonprofit. Their mission is to provide
high quality affordable care to the communities they serve with a fundamental goal of improving
community health status. In Maine, and it is certainly true of other rural states, our hospitals play
a much broader role in the delivery of health care services. To ensure access to critical health
care services, hospitals throughout the state are engaged in the delivery of long-term care
services, home health, mental health services, public health, and most especially physician
services.

Hospitals in Maine employ approximately 1,905 physicians which is roughly 42% of the
more than 4,500 active physicians licensed in Maine. The vast majority of these physicians
are in primary practice:

Family Practice: 339
Pediatrics: 134
Internal Medicine: 200
OB/GYN: 104

While hospitals have been employing physicians for many years especially in primary practice,
there has been an increasing trend over the last few years toward more employment of other
specialists. Employment of physicians and certainly of primary care physicians has occurred for
a variety of reasons which I will explain, but it is critically important to understand that in many
communities in Maine but for the hospital there would not be a family practice or a pediatric
practice. So first and foremost, hospitals are employing primary care physicians in order to
preserve access to primary care in their communities. Preserving access to primary care
physician services is integral to improving the health status of all Mainers and addressing our
challenges with chronic disease in Maine. Moreover local access to primary care is essential in
order to ensure that people are not forced to use the emergency room as their only point of entry
to the health care system. Reducing unnecessary use of the hospital emergency room through
improving access to primary care is to the benefit of patients and health status as well as to our
efforts to improve the affordability of health care.

Most of the practices that are owned by hospitals are non-profit, 501¢3 organizations and as such
must operate consistent with Federal IRS regulations and guidelines and maintain access
consistent with their charitable and benevolent mission. Most of these practices lose money and
require significant ongoing financial support by the hospital as a result of losses sustained caring



for MaineCare and Medicare patients. There is no doubt that reimbursement policies by both
Medicare and MaineCare have created substantial financial challenges on independent primary
care practices and have led many physicians to seek hospital employment. However, there are a
myriad of other reasons from the physician perspective that have contributed to the trend both
here in Maine and elsewhere in the country.

Physicians are seeking greater financial security and, for recent graduates, assistance with
medical education debt. The increasing administrative burdens of claims processing, payment
collection, and regulatory demands, etc. within physician practices have contributed to the desire
for employment; the increasing costs of medical malpractice insurance is an additional factor
affecting the financial challenges that has also contributed to this trend; the desire for a quality of
life and more time with family has also led to greater employment of physicians. For example,
in some areas of the state, the volume of patients for a certain practice cannot sustain more than
one physician but it is also unreasonablie to expect one physician to be on call 24/7. Through
employment by the hospital there is greater support for call by other physicians. And finally the
ever increasing demands for quality reporting and investment in electronic information systems
are additional factors that have played a part in this trend.

At the request of our members back in the late 1990s, MHA established the Maine Recruitment
Center to assist our hospitals with the recruitment of physicians. As of June the MRC was
actively recruiting for more than 212 openings with 102 of those being in primary care.
The MRC like so many others will tell you that there is a crisis and a physician shortage in
primary care in Maine and throughout the country. There simply are not enough physicians.
There is a real crisis in primary care with only 20% of graduating residents choosing general
practice. Because this is a national problem, in Maine we are also faced with recruiting from a
national pool and challenged by the need to provide competitive salaries. Based upon their
interviews with both new grads and physicians seeking to relocate to Maine, most are seeking
employment whether in a hospital setting, in a Rural Health Center or in a larger physician

practice.

Payer-mix/Reimbursement:

While the payer-mix varies throughout the state and between the different types of practices, for
many of these practices Medicare and MaineCare patients comprise more than 50% of their
practice and in some instances far in excess of that. Again the large percentage of Medicare and
MaineCare patients and the reimbursement policies of those payers is a significant contributing
factor to the financial challenges faced by these practices. While there have been many different
structures in place regarding hospital affiliations with physician practices, the significant trend
over the last several years has been hospital-ownership of these practices and the conversion of
these practices to non-profit 501¢3 status. As 501c¢3 physician practices they are bound by
federal IRS guidelines regarding their obligations as a charitable and benevolent entity —
including preserving access to Medicare, Medicaid and uninsured patients. Additionally, many
hospitals have also applied to Medicare for a designation known as Provider-Based Entity for
these practices which essentially deems the practice as a department of the hospital and requires
that the practice meet certain requirements regarding clinical, financial, and administrative
integration with the hospital. Practices that have become certified as PBEs receive higher
reimbursement from Medicare and MaineCare (Medicaid). Hospital-owned physician practices
that have not pursued the PBE designation are reimbursed at the same rates as independent
providers. There is no doubt that the MaineCare physician fee schedule is grossly inadequate
and fails to even begin to recognize the costs of caring for MaineCare patients. Even with the



higher reimbursement rates for hospitals that have received the PBE designation those practices
still provide care to Medicare and MaineCare patients at a financial loss.

While I have only skimmed the surface of this very complex and dynamic topic in an attempt to
respond to the questions you posed and with the time parameters established for this
presentation, we hope this background is helpful to you in your deliberations. While we look
forward to working with you and assisting in your research on this topic, we hope that the
fundamental goal of the commission will be to focus on ensuring that local access to primary
care throughout the state is preserved and enhanced. We would encourage the commission to
examine ways to encourage medical students to pursue primary care and to locate in Maine, to
assist physicians especially those in private practice with the ever increasing information
technology demands, identify opportunities to reduce administrative burdens, and most
importantly prioritize the need to add new money to the MaineCare budget to increase the
physician fee schedule.

I would be pleased to respond to any questions you may have or assist in providing you with any
additional information you may need. Thank you.

33 Fuller Road, Augusta, Maine 04330
Phone: 207-622-4794 Fax: 207-622-3073
web site: www.themha.otg
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Leading the Way to More Effective, Higher Quality Health Care
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INTRODUCTION
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nologically complex than ever before. These realities, combined with pressures on hospitals to control costs,

increase efficiency, improve patient ourcomes and reduce medical errors are changing the nature of inparient

care. Oue strategy thac is increasingly being used to adapt to these changes is the establishment of hospiral
medicine programs, which feature physicians who are called “hospitalisis.”'” Hospitalists are distinet from

other physicians in thar they do not have an office-based practice but instead practice full-time within an insti-
rutional setting. In 2004, nearly 13,000 practicing hospitalists served as the attending physicians for abour 5.4

million hospitalized patients in the United States.

¥ The Sociery of Hospital Medicine (SHM) has prepared this paper to introduce policymakers to hospitalists
and their role in the U.S. health care system.* The paper is intended ro help policymakers adopt policies and
implement programs that recognize the value that hospitalists bring to the delivery of healthcare.

Pollowing a brief overview of the evolution of the field of hospital medicine,” we provide demographic infor-
mation an hospiualists, and explore their practice models, education and training. We examine the value hos-
pitalists bring to health care and conclude with policy recommendations that could further define the value of

hospiralists in improving the delivery of healthcare.

OVERVIEW

Hospitalists are physicians whose primary professional focus is the general medical care of hospitalized pa-

tients. They may engage in clinical care, teaching, rescarch or leader,

vip in the field of general hospital medi-

congestive heart failure, diabetes and kidney disease. Pediatric hospitalists provide similar care to hospitalized

children.

Because hospitalists work routinely in an inpatient setting, they have enhanced knowledge of hospital operat-

sibiliry to patients. This routinization

enhances cheir clinical expertise and enables them ro recognize and appropriately treat the many medically
complex patients who are admitted to the hospital.© Their consistent presence in the hospital ensures their
ability to see patients rapidly and repeatedly.

As the value of hospitalists becomes more widely recognized, their clinical role is evolving as are the sites in
which they practice. Hospitalists are increasingly teaming with hospital staff and subspecialists to care for
frail, medically complicated patients. For example, hospitalists often collaborate with intensivists, who are in
increasingly short supply, to allow them to focus on the sickest patienes in the hospital intensive care units
(ICUs).” They are also leaders in their institutions in quality improvement and patient safety inidatives.

Evidence is building that testifics to hospitalists” ability to better manage hospital resources and in the process,




lower average lengths of stay and reduce healtheare expenditures on hospitalized patients without adversely
impacting outcomes. As discussed below, there is also increasing evidence thar hospiralists acrually improve
patient outcomes.

Hospitalists also benefit Medicare and Medicaid patients as well as the programs themselves. Fospiralists
bring direct value to these public programs by assuring appropriace inpatient resource utilization by reducing
readmission rates, improving care efficiencies, applying systemic evidence-based care protocols and eliminating
unnecessary acute care admissions by dirccting patients to more appropriate non-acute care services. Hos-
pitalists also bring indirect value to these programs by helping to constrain the costs of inpatient care while

improving the safety, effectiveness and quality of care provided 1o Medicare and Medicaid parients.

THE EVOLUTION OF HOSPITAL MEDICINE

In the mid-1970s, che average gﬁncraiist ph}fsician had about 10 pa_{%cncs in the 5‘103}'7%{.3,1, each staying for an

average of 8 t010 days. Consequently, these physicians spent up to 30 to 40 percent of cheir day visidng inpa-

tients.” When added to the demands of an office-based practice, physician visited their hospitalized patients

only once per day.

As medical practice became more specialized and increasingly dependent on complex technology, caring for
hospitalized patients changed. Inpatients became sicker, demanding more physician presence and expertise.
This was driven by a variety of factors, including the aging of the population, medical advances thar allowed

patients with chronic diseases to live longer and the shifting of less complex cases to the ourpartient serring,

Ar the same time, healtheare costs continued to escalate and payers moved to constrain reimbursement, Led
by Medicare, payers developed fixed price payment systems that created incentives 1o increase patient rura-
over. Such payment systerus reimbursed hospitals based on the average cost of the discharge diagnosis, rather
than the actual cost of care. The move to fixed price payment also drove hospitals to become more efficient.
Hospitals reduced excess capacity, lowered the ratio of nurses and other staff to patients and eliminared un-
profitable services. They shifted many lucrative procedures to the ambulatory serting, taking with them medi-
cally uncomplicated patients who would have previously been hospitalized. Hospitals also began o reduce
patient lengrhs of stay. The remaining hospitalized patients were sicker, turned over faster and required a much

more hands-on and intensive model of care,

In the 1990s, 2 new model of acuce inpatient care emerged in the form of hospital medicine practiced by
hospitalists. The underlying concept was that a small number of inpatient-based physicians would improve
the quality and coordination of care while controlling healthcare costs. As the success of these hospital medi-
cine programs became more widely known, hospitalists began to proliferate rapidly throughour the healtheare
system — from large academic health centers to small rural hospitals.® In the mid-1990s, there were less than
1,000 hospitalists in the United States. By 2004, nearly 13,000 hospitalists were praciicing in almost 1,800
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hospirals or 37 percent of all acute care hospitals in the United States.™ Projections indicate that by 2010, as




many as 30,000 hospitalists may practice in this country.’ Hospital medicine is the fastest growing medical

specialty in the history of medicine. "

Hospiral medicine is unusual because it is organized around the site of care, rather than a particular organ
or disease.’ {(Arcachment A, “Hospitalise Care: The Patient’s Perspective” provides insights into this medical

specialty.)

Vireually all of the countey’s leading teaching hospitals have embraced hospital medicine, including the Mayo
and Cleveland Clinies, Harvard University and the Universides of California (San Francisco), Chicago, Penn-
sylvania and Michigan."* In addition, many of the nation’s largest managed care programs — including Hu-

mana, Kaiser, Actna, PacifiCare, United Heaith Care, CIGNA and others ~ use hospital medicine programs in

their in-group model gﬁ:{i'}s.

According to data from the 2003 and 2004 Annual Surveys of the American Hospital Association (AHA),
certain types of hospitals are more likely to have hospitalists. For example, 63 percent of hospitals with over
200 beds and 59 percent of teaching hospitals have haspsm; medicine programs. Nonetheless, hospitalises are
bf‘mnnmw to impact the full spectrum of imsplml in the U.S. AHA dara indicares rhat over 1,000 E‘ms;ﬁ;itaL
ists practice ac the country’s 2,100 rural hospitals, many of them with under 50 beds Furthermore, the AHA

Surveys indicate that the number of hospitals with hospiwalists grew 17 percent between 2003 and 2004,

[nitially, hospitalists were employed as members of multi-specialty group practices. Over the past decade,
hospiralists have shifted to hospitalist-only practices. This scems to reflect thar hospital medicing has differen-
tiated ro the point that the unique needs of hospitalists are best met by stand-alone practices. Recently, there
has been a significant increase surge in the numbers of hospicalists at academic medical centers. Table one

highlights the basic hospitalist program models.

HOSPITALIST PRGGF(AM L PERCENT OF H’OSPITAUSTS o
BY MODEL/TYPE EMPLOYED/CONTRACTED
Hosphal/Hospital Corporation 34%

Hospitalist-Only Group 31%

Meadical School/Academic Program 20%

Single Speclalty/Multi-spacialty Group 16%

TABLE 1. Hospitalist Program Models, 2005

Hospitalists come from several medical disciplines, but general internal medicine (75 percent) is by far the
most common.'” This reflects the fact that residency training in internal medicine typically focuses on the care

of acutely i} hospitalized patients, which leaves graduates well-suited o practice as hospitalists.

The hospitalist model inicially raised fears that patient handoffs between community physicians and hospital-




MEDICAL DISCIPLINE PERCENT OF HOSPITALISTS
General Internal Medicine 75%
internal Medicine St lbsg,)@c:iaiﬁ@s 4%
79%
1%
Peadiatric Subspecialties <1
Medicine-Padiatrics 394
Family Practice 3%
Nurse Practitioner/Physiclan Assistant 3%

TABLE 2. Specialty of Hospitalists, 2005

ists would jeopardize patient care as well as the relationship between patients and their primary care providers.
These fears have largely been allayed for several reasons. First, the average primary care physician now may
have one to two hospitalized patienus, cach staying for 3 to 6 days, which makes hospital visits an ineflicient
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use of dme. Second, it is becoming increasingly difficult for office-based physicians to simultancously juggle

busy o practices and medically complex inpatients. Third, the financial incentives for physicians to trear
inpatients have also declined.’® In the face of declining reimbursement rates that have failed o keep pace with
rising practice costs, many primary care physicians have shifted focus o office-based practice where they can

work more eficiently.

A study conducted by the Mayo Clinic in 2004 gives valuable insights into how specialists perceive hospiral-
ises. The study found that hospitalists and orthopedic surgeons, working together in teams, produced better
postoperative patient outcomes when compared with traditional orthopedic care. In addition, the study found
that orthopedic surgeons and nurses preferred the hospitalis-orchopedic co-management model over the

arthopedist-only model.'”

At the federal level, hospitalists have and continue to contribute to efforts to improve quality of care and pa-
tient safety. For instance, in carly 2005, the Agency tor Healtheare Research and Quality (AHRQ), ' a part of
the Deparoment of Mealth and Human Services, launched the nation’s foremost patient s safety websire (hup//
psnct.ahrq.gov) designed by six leading hospitalists to help healtheare providers, administrators and consum-
ers learn about patient safery and how to prevent medical errors. The site was developed by the same team of
researchers and hospitalists that developed AHRQ's popular Web M&M online patient safery journal, which

is also accessible on PSNer. As inpartienr experts, hospiralists are uniquely qualified to integrate complex hospi-
tal systems and maximize efforts o enhance patient safety. Medical errors occur most often during transition
times when clinical informartion is most likely o he lost and hospitalists spend a significant portion of their
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Hospitals also rely on hospitalists to develop and roll out new information technology such as computerized
physician order entry. Fospitalists have unique insights into how best ro deploy and improve health informa-
tion systems within their hospitals by virtue of the fact thac they work all across the hospital and are intimately

involved in systemic quality and efficiency improvement effors.

Compensation. Like other physicians, hospitalists are compensated under a wide range of financial arrange
ments including salary, fee- z'mwscrviu and capitation. For fee-for-service Medicare patients, hospitalists are
reimbursed like orher physicians under the Medicare fee schedule for physician services, which bases payment
on the relative values for physician work, praceice expense and malpractice expense and a national conversion
factor that is updared on an annual basis. Compensation arrangements can also include performance incen
vives. iy 2005, the mcd;an rotal compensation for hospitalists was $169,000.7

gi{l“w

Collections from professional fees generally do not cover hospitalists’ salaries because health insurance p
4 .

both privare and public, do nor recognize or reimburse many of the services provided by hospiralises. Such
non-reimbursable services include seeing a patient several times in a single day, coordinating care and meeting

with patrients’ families. As a result, the average hospitalist requires about $50,000 - $60,000 of annual salary

is, and are constandy chal-

suppore.” Hospitalists typically depend on the hospital for these additional fu

lenged 10 demonstrate the finuncial value of their services.

HE EDUCATION AND
RAINING OF HOSPITALISTS

As previously noted, hospitalists tend to be general internists, pediatricians and family physicians who dedi-
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inpatient medicine i{rmwiccige and skills through experience. Flospital medicine has a growing research base,
specific educational content, certified continuing medical education (CME) courses and an active and grow-
ing professional socicty. In January of 2006, SHM launched 7he Journal of Hospital Medicine, the first peer-
reviewed journal by and for hospitalists. In the first edition, SHM unveiled The Core Competencies in Hospital

Medicine, which oudined the unique skills that define a hospitalist.”

As an emerging specialty, there is no formal board certification for hospital medicine, yet as the discipline
matures, it is natural to expect that it will evolve into a distinct medical specialty. Several medical schools have
recently added hospitalist tracks as part of their residency training programs. The University of Colorado’s
program, for example, started in 2004, In addition to focusing on medical conditions pertinent o the practice
of hospital medicine, residents study how the hospital functions as a system and learn to team with physicians,

pharmacists, nurses and hospiral executives to improve the quality and efhciency of inpatient care.




IMPACT — THE VALUE PROPOSITION
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[te proliferation of hospitalist programs across the nation reflects an assessment by hospitals and their medi-

cal staffs that hospitalists bring rangible benehits. There arc a number of reasons why these institutions and

their physicians have come 1o rely on hospitalists. Included among them are:

¢ Promoting patient safety and quality of care — Hospitalists are uniquely knowledgeable about hospital
operations, including the necessity of integrating and coordinating services provided by different deparc-
ments. For example, hospitalists monitor the prescribing and distribution of drugs, work with hospital
formulary committees and direct medication error reducton projecrs. Hospitalists are also ploncering

innovative disc:l’*;;;,i"g@ pi;mni ng ptm:omls 1o ensure smooth transidons to neCessary post-acute services.

Studies measuring the impact of hospitalists indicate that hospitalist programs decrease moruality, length
of sty and re-adraission rates.”% The previously noted hospitalist/orthopedic surgeon co-management
Mayo Clinic study, found 61% of patients co-managed by hospitalists and orthopedic surgeons were

discharged with no complications, compared to 51.2% managed by orthopedic surgical teams alone. Ap-

sroximately 30.2% of patients co-managed by hospitalists experienced minor complications, compared to
J + & J

44.3% of patients managed by orthopedic surgical teams.”
»  Improving the efficiency of hospital operations — Hospiralists facilitate effective parient management,
decrease costs through shorter lengths of stay, reduce medical errors, decrease the number of medically

unnecessary admissions and make hospitals with hospitalist programs more attractive to parients. Thus,

they improve hospital financial performance without sacrificing quality or patient satisfaction. Hospitalists
enhance coordination with nurses and other healch professionals, improve teamwork and promote more
efficient management of resources. This is why, for example, the Institute for Healthcare Improvement’s
(IHI) 100,000 Lives Campaign,** recommends that hospitalists participate in hospital Rapid Response

Teams” to intervene in the care of deteriorating or unstable patients.

o Caring for hospitalized patients who do not have their own physicians ~ As the numbers of indigent
and uninsured Armericans have risen, so have the number of hospitalized patients without a physician,
Hospirals have craditionally organized their medical staffs to provide on-call care for such “unassigned
patients.” Increasingly, hospitals cannot find physicians willing to provide this coverage. Hospitalists are
increasingly filling this void. In many communities, hospitalists have become the inpatient safery net for

America’s uninsured and indigent medical inpatient population.

*  Providing experienced leadership — While hospitals face an ever-mounting range of important clini-
cal and management challenges, fewer members of their medical stalfs are able or willing to lead hospi-
tal committees and play a leadership role for the medical stafl. A growing number of specialists do not
practice in hospitals, and many of those who do expect to be compensated for time spent on hospital
business. Hospitalists are once again filling the void by assuming prominent roles in hospital and medical

staff leadership. Such leadership efforts involve, for example, developing and adopting practice guidelines,




improving utlization review processes, enhancing patient satisfaction and shepherding quality improve-

ment and patienr safety initiatives. Fospitalists are frequently effective agents of change, helping to mori-

vate hospital medical staffs to improve care delivery and patient outcomes.

Improving community-based physician practices — Hospitalists enable community-based primary care

physicians to operate their practices more cﬁiciend}f and reduce patient waiting times for appointments.
i

s that

n collaboration with surgeons, hospitalists perform pre-procedural risk assessments and other as

increase the number of procedures that can be scheduled cach day.

Providing immediate physician access —~ Adding hospitalists to a medical staff gives the enrire medi-

ss to physicians who have specialized in the care of acutely ill patients. Hospialists routinely

cal staff ace

provide rapid and experienced consultations to physicians who are not immediately available to address

unanticipated changes in the condition of their hospitalized padients. They are present in the hospital to
deal with changes in clinical status, provide patient and family education and counseling and improve
patient satisfaction.”® Their presence can reduce oncall time and other activities required of the medical

staff and aid in recruiting and retaining of staff members.

re. Such effores

Improving end- of- life care — Hospitalists are spearheading improvements in palliative
hold the possibility of reducing the overuse of futile heroic measures at the end-of-life, decreasing the

burden on already overstressed critical care units and improving adherence to advance medical directives.

Proliferating hospitalists at academic medical centers (AMCs) — Due 1o shrinking numbers of
housestaff and work hour restricrions, AMCs can no longer primarily rely upon housestaff to provide
patient care. Hospitalists have filled this void and at many programs have become the primary inpatient

educators for medical residents. According to a Seprember 2004 report of a study supported by the

National Committee for Quality Assurance (NCQA), “residents, interns and medical students consider
internal medicine rotations supervised by hospitalists to be more effective and satisfying than those super-
vised by traditional actending physicians”™

Academic hospitalists are increasingly participating in and directing research designed to improve the
quality, safety and cost-effecriveness of inpatient medical care. These research efforts have idenrified and
implemented besr pracrices for managing medical problems such as pneumonia, heart failure and diabe-
tes. This research frequently addresses the unique needs of elderly, frail and medically complex parients
who account for large percentages of the inpatient population. These investigations ultimately apply o
all hospitalized patients by improving patient satety, preventing hospital-acquired infections, managing
care rransitions and improving health care technology such as electronic health records and compurerized

physician order entry systems.




MEDICARE IMPLICATIONS

Heaspitalists bring value to Medicare and s envolled patients by reducing re-admission rates, avoiding un-
el ¥ Pi . 153

necessary hospital admissions, enhancing patient safety and improving quality of care. This is direcdy in line
with the public and private sectors’ major efforts to reduce medical errors and improve the quality of healch-
care, Hospitalists may also help 1o reduce Medicare expenditures over time by providing more efficient use of

hospital resources.

As previously noted, in 2004 hospitalists served as attending physicians for an estimated 5.4 million hospital-
ized patients, 44 percent (2.4 million) of whom were Medicare beneficiaries. This represents abour 20 percent
of all Medicare dischat'g@s in thar year. Based on data from the Congressional Budget Otfice (CBO), we esti-
mate that in 2004 Medicare spent approximately $22.6 billion on hospital care for Medicare beneficiaries who
were under the care of hospiralists.™ If projecred increases in the number of hospitalists reach 30,000 by 2010,
over 5.6 million Medicare beneficiaries, or about 43% of Medicare hospital discharges, will be under the care

of hospitalists.”

Further, if hospitalists reduce cost and length of stay — as evidenced by the experience to date - Medicare
expenditures could be reduced commensurately. Anecdotal data to date indicate that hospitalists reduce un-
necessary admissions and re-admissions.”® Using 2003 Medicare urilization data, a one percent reduction in
Medicare patient discharges would result in 119,000 fewer hospital admissions and $1.075 billion in health-
care savings. While some of these savings may represent cost shifting w another care setting, (e.g., ambulatory
services), real cost savings will come from improved quality, error reduction, streamlining processes, eliminat-

ing redundant services and ensuring that patients get the r'igh{ care at the righi time.

POLICY RECOMMENDATIONS

CMS DEMONSTRATION PROJECTS:

We believe the potential conuibutions of hospitalists to patient care resource management merit further study

and evaluation. Carefully designed research to determine the impact of hospitalists could validate the acen-

N

mudating anecdotal evidence on the benefits of hospiralist programs. We beli

ve that the Medicare program

should provide significant leadership in this area by sponsoring one or more demonstration programs designed

1o assess the contributions of h{}fipil'ﬂii“s to the many Ciii‘l"l{?ﬂfii()fls ()iC i{lp‘é}.(ﬁi(‘:ﬂiﬁ care.

Below we have outlined several Medicare demonstration projects that we urge the Centers for Medicare &

Medicaid Services (CMS) to include in their research agenda for this fiscal year,

1. Pay-for-Performance Demonstration — CMS should establish a pay-for performance project 1o evaluate
the cost saving potential of hospitalist programs. CMS would permit hospital medicine programs to en-
roll in the demonstration which would conrinue for three years. Participating hospitals would be required
to report the same quality of care and patient safety indicators that are currently in place in the Medicare

Pay-for-Performance Quality Demonstration project. CMS would negotiate performance targets related




to the level of improvement as well as rank order. The evaluation could compare demonstration hospital

performance with hospitals participating in the Pay-for-Performance Quality Demonstration.

Physician quality reporting metrics should be specifically designed and targeted to measure the impace

that hospitalists may have on the quality of inpatient medical care.

2. Comparing Outcomes between Co-management Surgical Teams and Traditional Surgical Teams ~ The
purpose of this demonstration would be to compare postoperative outcomes of patients treated by hos-
sivalist/surgeon co-management teams with those managed by traditional surgical reams, While some

o tel o 7 )
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studies have shown that hospitalists reduce patient readmission and post-discharge mortality rates,” less is

known abourt the porential benefirs of hospitalists and surgeons co-managing patients perioperatively.

OTHER POLICY RECOMMENDATIONS:
We also recommend ro Congress several proposals that will help to advance hospital medicine by removing
barriers to collaborations between hospitals and hospitalists and more thoroughly document the effectiveness

of hospiralist programs in reducing medical ervors.

1. Align Hospital/Physician Incentives to improve the safety, effectiveness, patient-centeredness, dmeli-

ness, efficiency and equity of inpatient medical care. Such arrangements, commonly referred to as “gain-
sharing”, align the incentives of physicians, hospitals, and the Medicare program o encourage the deliv-
ery of the highest quality of care to Medicare beneficiaries. Federal law should foster hospital-physician

arrangements that provide incentives for care improvement.

Under the Deficie Reduction Ace (S, 1932), HHS must establish six gainsharing demonstration projects
to test and evaluate methods and arrangements between hospitals and physicians to improve the quality
and efficiency of care. Currently, most discussion about gainsharing has been limited to medical devices
and technology. The potential application of gainsharing arrangements to cognitive evaluation and man-
agement services has not been discussed. It is important to support at least one demonstration project thar

focuses on inpatient medical services such as those provided by hospita

2. Increase funding for AHRQ for emphasis on research related to inpatient safety and quality. Hos-
pitalists recognize AHRQ's vital role in improving the quality of our nation’s health and are collaborar-
ing with the agency on a number of its projects, including PSNet, Partnerships in Implementing Patient
Safety, evidence-based patient safety practices and IHI's 100,000 Lives Campaign. This campaign has
enlisted more than 3,000 hospitals to undertake interventions that have been proven to prevent avoid-
able deaths, As of June 2006, THI estimates that the campaign has prevented 122,300 avoidable hospital
deaths.” SHM supports adequate and secure funding for the Agency for Healthcare Rescarch and Quality
at the level of $440 million to support the overall mission of the agency, particularly its role in achieving

improvements in patient safety.




3. Direct AHRQ to study the impact of hospitalists on reducing medical errors. Congress should direct

AHRO ro study how hospitalist programs reduce medical errors and improve patient outcomes. 1f the

study identifies successful practices and procedures that achieve these outcomes, this would advance adop-

tion of hospitalist programs.

4. Finally, Congress should support 8. 1000, the “Palliative Care Training Act”. The measure, introduced
May 11, 2005 by Senator R, Wyden (OR), would provide hospice and palliative care academic carcer
awards to increase the number of permanent palliative care faculty at aceredited allopachic and osteo-
pathic medical schools and promote faculty carcers for academic palliative care specialists who emphasize

teaching. The program is essential to help ensure thar all patients can get basic palliative care.

CONCLUSION |

In less than ten years the hospitalist movement has moved from a fledgling inpatient practice model used

pe

mostly by managed care plans to a dominant inpatient care model rapidly spreading across the country. Based

on the last five Vears 4}‘5@%}6?'&:{15@, ir is reasonable to project that é}y 2010 ?ﬁi‘)xpimfis:’s will be practicing in al-

most every hospital larger than 100 beds and in many smaller facilides. This paper has introduced policymak-

ers to hospitalists and their role in the U.S. health care system. We hope thar through this effort, policymakers

are betrer sensitized to hospitalists’ patient care value and that such sensitivity will assist policymakers in the

adoption of policies and programs for the efficient delivery of health care.




ATTACHMENT A

HOSPITALIST CARE: THE PATIENT'S PERSPECTIVE

Leona Smith, a 75 year old worman with a medical history of diabetes, congestive heart failure and emphy-
f

sema, is broughr to the Memorial Hospital emergency department at 10:00 PM with fever, confusion and

-admission.

shortness of breath. The emergency physician diagnoses pneumonia and recommends inpatier
Because Mrs. Smichs primary care ;;hysi{;iam does not maintain ;zdmé*;ztix‘ag §3six'i§eg@5,; ar Memorial Hospizai‘ the
emergency physician contacts the hospitalist on call. The hospitalist service provides acute inpatient care o all
“mmssig{acd pa tients’s e, patients who require E’.mspi(:ﬂizazéon but do not have a primary care pE‘ay‘sici;m on

staff, The majority of unassigned patients at Memorial Hospital are un- or under-insured, elderly and minori-

ries. j\yfg;:ir?y S\lﬁkif ﬂ'()?ﬂ Sl,!bﬁ{'.;-} nee JENESKZ E«lﬂ(i (IEH‘()H‘IC }}S}’C?li}}!’!‘i(i isiﬁﬁf §.

Like many hospitalist progrars, the hospitalist service staffs at least one physician in the hospital 24 hours
a day, 7 days 2 week. Dr. Davis, the hospitalist on call, evaluares Mrs. Smith in the emergency department
at 1:00 AM. She feels very comfortable with her case, as she manages about 50 cases of pneumonia per year,

mostly in patients who are elderly, frall and medically complex.

Ar7:00 AM, Dr. Davis finishes her night shift and checks out to her partner, Dr. Geller. That motning, Dr.
Geller sees Mrs. Smith and reviews her lab results. Fe calls her primary care physician to inform him of the
admission and get further information. Later, Dr. Geller leads multidisciplinary rounds with the nursing staff,
pharmacist, physical therapist and case manager. A nurse notes that Mrs. Smith is too weak to get out of bed
alone and the case manager observes that she lives alone in a 2nd floor apartment with no elevator. Dr. Geller
derermines that Mys. Smich will likely have o transition to a skilled pursing facility after discharge for further

strengthening. The case manager begins to look for appropriate facilities near Mrs. Smith’s home.

According to a series of protocols developed and championed by the hospitalist service, while in the hospital,
Mrs. Stith auromatically receives influenza and pneumonia vaccines, has her diabetes intensively managed
i keep her from developing a blood clot

in her leg while she is bedridden.




In the afternoon, Mrs. Smith's daughter Janice arrives and asks to speak to her physician. Dr. Geller meets her
ar the bedside within an hour of her arvival. They wlk for 20 minutes and agree to touch base every day ar the
same time. Later that afternoon, Mrs. Davis becomes shorr of breath. Dr. Geller arrives av the bedside within
minutes of being called. He determines that Mrs. Smith has developed fuid in her lungs from her conges-
tive hearr failure and prescribes treatment. He recurns o the bedside twice over the next three honrs ro check
her progress. At 7:00 PM, he is relieved by the night hospicalist, who will drop by Mrs. Smiths room before

bedtime ro ensure that she has fully stabilized.

Three days later, Mrs. Diavis has improved sienificandy but still requires admission 1o the nursing home. Dr.

v x ks y g’,’
Geller calls Mrs, Davis” primary care physician to inform him that she will arrive at the nursing home the next
ompletes her discharge orders and faxes them direcdy to the primary care
physicians office to ensure that her physician will have the information necessary to continue her care ar the

nursing home.
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