
In the middle of an extremely busy
week, I received a call from the

Emergency Department about a 72-
year-old patient of mine who needed
to be admitted for an exacerbation of
severe chronic obstructive pulmonary
disease. Should I admit her to the
hospital under my name, or should I
admit her to the hospitalist service?
For 24 years, I routinely accepted re-
sponsibility for being the attending of
record whenever one of my patients
was admitted to the hospital. My
clinical practice was small enough
that it did not impose an unreason-
able burden on my time. Of course,
it helped a lot that I was able to
admit patients to a service covered
by superb housestaff. Over the
years, I came to realize how much
my patients appreciated my pres-
ence when they were sick enough to
require hospitalization. Being there
for my patients when they were sick-
est became part of my professional
identity. In my mind, it was linked
closely to why I chose a career in
medicine—and general internal medi-
cine in particular. What should I do
now that we have a well-established
hospitalist service that is more than
willing to take care of my patients
when they need to be hospitalized?
What should I tell my family about
how I am managing the work-life bal-
ance issue if I admit the patient and
agree to be the attending physician?1

As I pondered these questions in
the context of feeling very overcom-
mitted, I began to reflect on the im-
plications of my dilemma for my role
as a primary care physician. I pulled
out one of Barbara Starfield’s classic
articles on the contribution of primary

around them. I admit that time pres-
sure in the clinic keeps me from
spending as much time as I would
like on asking about other aspects of
their lives. I give myself a rating of
“very good” for providing continuous
care. The continuity of care would be
diminished if I was not involved
when patients were hospitalized.

As a general internist, I take very
seriously my responsibility for pro-
viding comprehensive care. Most of
my patients, especially the older
ones, have numerous health prob-
lems. I generally give attention to
every active problem at each visit in
addition to routinely addressing
health maintenance and preventive
care issues. My commitment to pro-
viding comprehensive care is one of
the factors motivating me to be the
attending of record whenever a pa-
tient is admitted to the hospital. I
give myself a rating of “excellent”
for providing comprehensive care
but only if I continue to be involved
when my patients are hospitalized.

Coordination of care accounts
for much of the time I spend on pa-
tient care that is not fully docu-
mented or reimbursed. Fortunately,
our electronic medical record sys-
tem makes it easier to coordinate
care than was the case years ago.
Even so, coordination of care con-
tinues to be a challenge in a health
care system that does not give pri-
mary care providers enough support
for this vital function. From SGIM’s
work with specialty organizations on
the High Value Care initiative of the
American College of Physicians, I
have become more attuned to ways

care to health systems and health.2 I
reviewed the four basic functions of
an excellent primary care provider:
first contact access for each new
health problem, continuous long-term
person-focused care, comprehensive
care for most health needs, and coor-
dination of care when health care
services must be sought elsewhere.
So how do I grade myself as a pri-
mary care physician?

In terms of providing first contact
access, I carry my pager 24 hours a
day, seven days a week, except
when I am out of town. I am willing
to reply when patients contact me by
e-mail, although I remind them to call
if they have an urgent problem be-
cause I might not be able to answer
e-mail until the end of the day. My
patients know they can reach me
anytime, and I do my best to answer
calls promptly. My limitation in provid-
ing first-contact access is that I only
see patients in the outpatient center
one morning a week. That means
that I sometimes refer patients to an
urgent care center instead of asking
them to come in to see me. On a 5-
point scale (excellent, very good,
good, fair, poor), I give myself a rating
of “good” for first-contact access
(Table 1). Maybe if I did not see pa-
tients when they were admitted I
would have more time to make spe-
cial arrangements when they need an
urgent outpatient visit.

Regarding provision of continuous
long-term person-focused care, I
have seen many of my patients for
more than 20 years, including the pa-
tient who prompted this column. I try
to understand how their medical
problems affect their lives and those

1

PRESIDENT’S COLUMN

Should I Admit My Patient to the Hospitalist Service?
Eric B. Bass, MD, MPH

From SGIM’s work with specialty organizations on the High Value
Care initiative of the American College of Physicians, I have become
more attuned to ways that I could improve communication with the
specialists to whom I refer patients.

SGIM FORUM 2013; 36(12)

continued on page 2

SHARE

http://twitter.com/?status=@SocietyGIM"Should+I Admit+My+Patient+to+the+Hospitalist+Service?"


that I could improve communication
with the specialists to whom I refer
patients. My commitment to coordi-
nation of care is the other major
factor that motivates me to be the
attending of record when a patient
is hospitalized. On a few occasions
when my patients were admitted to
the hospitalist service, I noticed
how difficult it was for the hospital-
ist to determine the full history of
each complicated patient and to an-
ticipate the challenges that will be
faced after discharge. I give myself
a rating of “very good” for coordina-
tion of care but again only if I con-
tinue to be involved when my
patients are in the hospital.

When I reflect on my role as a
primary care physician in this way, I
find myself wanting to remain in-
volved in the care of my patients
whenever they are hospitalized.
The competing concern is whether
I can keep my inpatient knowledge
and skills sharp enough to justify
being the attending of record when
highly skilled colleagues who spe-
cialize in hospital care are available.
I also recognize that the question
about how well I am doing as a pri-
mary care provider is different from
the question of what will lead to
the best quality of care. Perhaps
the expertise and dedicated atten-
tion of a hospitalist will enhance
the quality of inpatient care enough
to compensate for sacrificing part
of my role as a primary care
provider. In this particular case, I
decided to accept the responsibility
of being the attending physician
when the patient was admitted.
While she was in the hospital, I had
a long discussion with her and her
family about her grave prognosis
and how to manage her care in the
limited time that she had left. Dur-
ing that discussion, I felt reassured
that I made the right decision. It

new one that concentrates on ambu-
latory care, and one that focuses on
hospital medicine. Although SGIM
and the American College of Physi-
cians opposed this approach when it
was suggested years ago, my own
feeling is that this approach makes a
lot of sense given how the practice
of general internal medicine has
evolved. I would welcome feedback
on whether the SGIM Council should
officially support the ABIM’s plan.

In addition to supporting the inter-
ests and needs of each of these
groups, my hope is that SGIM will be
a place to work together on improv-
ing the training of the next genera-
tion of general internists who will
practice in ways that differ from how
most of us were trained. Our pa-
tients should expect to receive high-
quality acute care without sacrificing
the vital functions of having an excel-
lent primary care provider.
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was best for me to be the one di-
recting her care in the hospital.

What are the implications of my
reflections for SGIM? First, I believe
we should give explicit attention to
supporting those general internists
who want to continue providing com-
prehensive inpatient and outpatient
care to their patients. This group in-
cludes faculty who have the option
of admitting patients to a service
covered by housestaff and who thus
have unique opportunities to teach
about coordination of care. Second,
we need to acknowledge that the
hospitalist movement and the organi-
zation of care within our health sys-
tems will continue to push more
general internists into concentrating
their efforts in the ambulatory care
setting. For general internists who do
not have the option of admitting pa-
tients to a service covered by hous-
estaff, this may be the only realistic
option for managing a busy practice.
Third, we need to recognize the im-
portant role that our hospitalist mem-
bers have in developing better ways
to deliver comprehensive coordi-
nated care in our evolving health sys-
tems. Recently, the American Board
of Internal Medicine (ABIM) informed
us of their plan to give internists a
choice of exams for recertification:
the traditional one that combines in-
patient and outpatient medicine, a
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Table 1. Self-Rating of My Performance as a Primary Care Physician*

Primary care function Self-rating if I admit Self-rating if I admit
my patients to my my patients to the
service hospitalist service

First contact access Good Very Good

Long-term person-focused Very Good Good
care

Comprehensive care Excellent Good

Coordination of care Very Good Fair

*Not intended to be a rating of the overall quality of care
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