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IN CONVERSATION: PART I
A Reflection of the Hospitalist Movement
from 1996 to Present: An Interview with
Bob Wachter, MD
Michele Fang, MD

Dr. Fang is a member of the Forum editorial board and can be reached
at michele-fang@uiowa.edu.

Robert Wachter, MD, is professor of clinical medicine at the University
of California, San Francisco (UCSF), School of Medicine; founding

chief of the Division of Hospital Medicine at UCSF; and chief of the med-
ical service at UCSF Medical Center. He is editor for AHRQ Web M&M
and Patient Safety Network and has educated many trainees and junior
faculty in the fields of patient safety, quality, and hospital medicine. He is
author of more than 250 peer-reviewed publications, review articles,
books and chapters, and letters. Having coined the term “hospitalist” in
1996, he is generally seen as the academic leader of the field. He blogs
at http://community.the-hospitalist.org/, and his new book, The Digital
Doctor: Hope, Hype, and Harm at the Dawn of Medicine’s Computer
Age, will be published in April.

How would you define the hospitalist movement?
On one level, the hospitalist movement has simply been about the emer-
gence of a new specialty: physicians taking care of hospitalized patients.
But on another level, it is the emergence of a new field of medicine that
positioned itself as being about two distinct types of improvement: the
care of individual hospitalized patients and making systems of care work
better. In terms of the latter area, now it is common for other fields to
work in systems improvement, but in many ways we led the way, and
that’s really quite gratifying.

My main contribution was giving the field a name and a focal point
with my New England Journal of Medicine article in 1996. And I was
one of the people who, early on, pushed the field toward this idea of
systems thinking.

When I coined the term, there were only a few hundred hospitalists
in the United States. Recent data show that there are now roughly
40,000 to 50,000. That makes it the fastest growing specialty in the his-
tory of American medicine, which is pretty remarkable.

continued on page 12

Welcome to the Hospitalist Theme Issue

In 1996, the hospitalist movement was born, introducing us to what would soon become the fastest growing
specialty in American medicine. Appreciated for their commitment to care transitions, patient safety, and
bridging care in the era of duty hour reform, hospitalists are our honored colleagues and friends. This month,
we pay tribute to hospitalists with two terrific interviews from leaders in the field and thought pieces on the
specialty’s impact on graduate medical education, quality improvement, and academic linkages to community
hospitals. We hope you enjoy the issue and look forward to your feedback!

—Karen R. Horowitz, Forum Editor
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tween teaching and nonteaching
general medical services.3 Similarly, a
study of 2,189 patients admitted to a
university-affiliated community hospi-
tal in 2002 found no difference in
overall patient care costs between
patients admitted to teaching versus
nonteaching services.4 In contrast, a
hospitalist and nurse practitioner-di-
rected nonteaching service that ad-
mitted patients with low-risk chest
pain demonstrated statistically signifi-
cant reductions in length of stay and
total hospital charges as compared to
the teaching service.2

A 2005 retrospective study found
that patient acuity was higher on a
teaching service as compared to a
nonteaching service. Residents saw
more acute renal failure, respiratory
failure, septicemia, and HIV and saw
less chest pain, cellulitis, alcohol with-
drawal, and sickle cell crisis.5 Under-
exposure of residents to common,
less complex inpatient cases could
negatively affect their clinical compe-
tence in the inpatient and ambulatory
settings. Overexposure of residents
to complex inpatient cases may drive
career interest toward medical sub-
specialties and alter resident perspec-
tives on inpatient resource utilization.
If residents only care for complex
cases while admission and ongoing
care caps and ward team composi-
tion remain constant, residents may
be overloaded with work. This would
upset the balance between service
and education, cause duty hour viola-
tions, and threaten patient safety.

In contrast, an equal service
model in which a nonteaching service
delivers the same level of care as a
teaching service has multiple bene-
fits. This model can reduce transfers
from nonteaching service to a teach-
ing service for the provision of a
higher level of care. Furthermore, an

For decades, nonteaching services
have cared for patients without

residents. In a recent national survey,
90% of hospital medicine groups at
teaching hospitals report staffing
nonteaching services.1 A properly de-
signed nonteaching service is both
an institutional asset and an impor-
tant partner to a residency program.

Hospitalist-run nonteaching ser-
vices have been integral to achiev-
ing compliance with Accreditation
Council for Graduate Medical Educa-
tion (ACGME) resident admission
and ongoing care patient cap rules
and duty hour regulations by offload-
ing volume on the teaching service
and by increasing discharges from
the emergency department.2 Of
note, 87% of adult hospital medi-
cine groups staff surgical co-man-
agement services, 51.7% staff
observation units, and 69.7% pro-
vide ICU coverage that would have
otherwise required effort from sub-
specialty faculty or residents.1

A recent meta-analysis of
108,570 patients admitted to US hos-
pitals between 1987 and 2011 found
no difference in mortality, 30-day
readmissions, or length of stay be-

EDUCATORS’ CORNER

Educational Value and Design of Hospitalist-
directed Nonteaching Services
Daniel I. Steinberg, MD, FHM, FACP

Dr. Steinberg is the internal medicine residency program director and a
hospitalist in the Department of Medicine at Mount Sinai Beth Israel and
associate professor of medicine at the Icahn School of Medicine at Mount
Sinai in New York City.
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As I have watched the evolution
of hospital medicine as an acad-

emic discipline, I have been struck
by a sense of déjà vu. I am gray
enough to remember the early years
of SGIM and the barriers general in-
ternists—clinicians, educators, and
researchers—faced in achieving aca-
demic recognition and promotion at
their institutions in the early years.
Between 1970 and 1980, there was
explosive growth in formation of
academic general internal medicine
(GIM) divisions, yet the initial expec-
tations of GIM division faculty were
viewed through a traditional lens,
and many chairs of medicine felt
that “research” should be the focus
of GIM.1 By the late 1980s, SGIM
was well established, and over time
divisions were viewed as providing
outstanding clinical care and educa-
tion, and the expectations for “re-
search” as the dominant mission of
GIM were moderating. Finally, at the
turn of the century, the diverse role
of GIM faculty as educators, clini-
cians, and researchers was being
recognized,2 and academic medical
centers’ promotion and tenure com-
mittees were beginning to broaden
criteria beyond grants and publica-
tions to excellence in education and
scholarly work. Along the way, na-
tional foundations (most notably the
Robert Wood Johnson Foundation
Clinical and Faculty Scholars Pro-
gram), the Health Resources and
Services Administration, and the
Veteran’s Administration were
staunch supporters of the mission of
GIM in all domains: research, clinical

care, education, and leadership
development.

The explosive growth in the
number of hospital medicine faculty
over the past 15 years has led to
similar challenges for the develop-
ment of academic hospital medicine.
Unfortunately there has been less
external support for developing hos-
pitalist faculty skills to help meet
academic medical centers’ missions
as there was for GIM several
decades ago. Thus the role of fac-
ulty development fell to the soci-
eties, and SGIM has made
significant strides in meeting hospi-
talist faculty needs. In 2006, the
SGIM Academic Hospitalist Task
Force (AHTF) was formed as a joint
SGIM/Association of Chiefs of Gen-
eral Internal Medicine (ACGIM) ef-
fort to assure that academic
hospitalists had a “home” within
SGIM.3 The goal was to extend the
resources and expertise of SGIM to
support the new challenges faced
by academic hospital medicine fac-
ulty. In 2009, the AHTF produced
the Quality Portfolio as a tool to for-
mally organize and document schol-
arly activities in quality improvement
to support career development and
promotion and led the first Update
in Hospital Medicine at the SGIM
annual meeting. A meeting in Michi-
gan among SGIM, Association of
Chiefs and Leaders in General Inter-
nal Medicine (ACLGIM), and Society
of Hospital Medicine (SHM) leaders
developed into a major collaborative
effort between the organizations
and led to the first Academic Hospi-

PRESIDENT’S COLUMN

The Evolution of Academic Hospital Medicine
Within SGIM: Generalist Déjà Vu
William P. Moran, MD, MS

The techniques of measuring and
improving quality of care and patient
safety, so long a major focus for
hospitalists, are now increasingly
needed by outpatient generalists.

continued on page 13
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talists Academy (AHA) in 2010. In
conjunction with the Academy, the
AHTF created the Mentorship to
Product program. In that program,
AHTF matches interested AHA
alumnae with a mentor. One focus
of the mentorship program is work
on a specific project resulting in a
presentation at an SGIM meeting
and subsequent publication. The
AHTF also conducted a survey of
hospitalists to identify barriers to
academic promotions and initiated
SCHOLAR Project—SuCcessful
HOspitaLists in Academics & Re-
search—in collaboration with the
academic and research task forces
of SHM. The goal of the effort was
to understand the elements required



When the hospitalist movement
began in the United States, pro-

grams differentiated themselves as
either academic or community hospi-
tal based, but medicine’s evolution
into an era of high-value care has
prompted a convergence of these
two groups. In order to remain finan-
cially viable, cost effective, and pa-
tient centered, some academic
medical centers have begun to diver-
sify by developing innovative pro-
grams designed around managing
population health in an integrated
health system model.1

Historically, academic medical
centers attracted a young cadre of
energetic teachers who were com-
fortable in the resident and medical
student milieu, having been recently
trained in an environment where
their role models were inpatient
providers. These new faculty began
to replace traditional generalist outpa-
tient attendings who would devote a
month or two of their time to the
wards or sub-specialists who would
keep up with their general medicine
skills by periodically supervising
house staff. In the community, the
hospitalist model thrived based on
the doctors’ accessibility to nursing
staff, patients, and their families. Fur-
thermore, administrators promoted
the community model, as hospitalists
were able to improve throughput and
champion newly required quality
measures.

The University of California, Los
Angeles, has been expanding its pri-
mary and secondary care networks
within the Southern Californian com-
munities it serves; this expansion, al-
though challenging, has laid the
foundation for a successful model of
academic and community integration.
Over the last several years, the de-
partment of internal medicine has
grown its community outreach to in-

tivized financially and have a contin-
ued interest in academic medicine.
The junior faculty members divide
their time between the urban acade-
mic setting and the community
model. A second successful initiative
was to recruit a cadre of hospitalist-
nephrologists. These highly trained
individuals graduated from our fel-
lowship programs and had a strong
desire to stay in the region and con-
tinue as faculty when they com-
pleted training. Fortunately, there is a
paucity of urban academic nephrol-
ogy positions in our market, and we
have been successful in creating a
niche where these young faculty
members are appointed in the de-
partment of medicine. They function
primarily as hospitalists, develop a re-
lationship in a given community hos-
pital, remain involved in teaching and
mentoring nephrology fellows, and
slowly grow a referral base in the
community setting. Some of these
doctors successfully transition to
their own outpatient-based hemodial-
ysis practices within a few years or
are laterally recruited back into
nephrology, whereas others have de-
veloped this hybrid model as a career
path. We have had similar success
with infectious disease-trained physi-
cians, palliative care, and even
rheumatology hospitalists. These
“double threats” have enabled us to
broaden our clinical and teaching
scope, provide a more comprehen-
sive level of care, and share salary
costs with different divisions.

Another byproduct of our inte-
gration is reduction of inpatient
costs. At Ronald Reagan Medical
Center, our flagship academic hospi-
tal and quaternary medical center, it
is far more expensive to provide
post-surgical care for a patient after
a resource-intense procedure, such

clude medical and sub-specialty of-
fices and services to the north,
south, and west of Los Angeles. In
parallel to this health system expan-
sion, our hospitalist section, in the di-
vision of general internal medicine,
has increased its staff to 85 faculty
members working in nine hospitals:
three academic and six community
based. We currently utilize the inte-
grated group model as defined by
the SGIM Academic Hospitalist Task
Force.2 This system requires that
every faculty member be involved
with house staff or medical student
teaching activities as well as varied
clinical responsibilities at a minimum
of two facilities encompassing teach-
ing and nonteaching activities. The
staffing models within this system
have become increasingly complex,
and we rely on resilient and diverse
faculty to help staff our distant sites.

With UCLA’s rapid expansion and
growth in regional presence, there
was a definite advantage to acquiring
existing community groups and ap-
pointing them within our hospitalist
faculty model; however, this posed a
challenge for both sides. Some new
hires were not familiar with the acad-
emic way and felt less comfortable
around residents and students. Simi-
larly, in circumstances where we in-
tegrated graduating residents from
our urban training program into a
community setting, our younger fac-
ulty required stronger incentives to
relocate and struggled with the mun-
dane, less academic environment of
the community.

As our hospitalists integrated into
community settings, we discovered
solutions to challenges and benefits
to this integrative model. One solu-
tion was to combine more senior fac-
ulty who are settled and invested in
the community with younger early-
career hospitalists who are incen-
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SIGN OF THE TIMES

Academic Hospitalists in the Community
Michael E. Lazarus, MD, and Magdalena E. Ptaszny, MD

Dr. Lazarus is the section chief of the UCLA hospitalist service, and Dr. Ptaszny is assistant professor of medicine in
the department of internal medicine at the David Geffen School of Medicine, University of California, Los Angeles.

continued on page 14



The postoperative period is a hyper-
adrenergic state with associated

increases in heart rate and blood
pressure. Beta-blockers attenuate the
effects of increased catecholamine
levels. Early studies of perioperative
beta-blockade using surrogate cardio-
vascular end points, such as ECG
evidence of myocardial ischemia,
yielded promising results. In the late
1990s, two influential trials studying
perioperative beta-blockade were
published. In the first, 200 patients
with preexisting coronary artery dis-
ease (CAD) or multiple risk factors for
it who were scheduled for noncardiac
surgery were randomized to receive
atenolol or placebo initiated immedi-
ately before surgery and continued in
the postoperative period.1 No differ-
ence in outcomes was demonstrated
in the immediate postoperative pe-
riod, but the atenolol group had re-
duced overall mortality and cardiac
outcomes over the ensuing two
years.1 This study was criticized for
concerns regarding inclusion of pa-
tients previously treated with beta-
blockers and lack of intention-to-treat
analysis. The second trial, the Dutch
Echocardiographic Cardiac Risk Evalu-
ation Applying Stress EKG (DE-
CREASE) study, was a small
unblinded study comparing periopera-
tive treatment with bisoprolol to usual
care in patients with a positive dobut-
amine stress echocardiogram under-
going major vascular surgery.2

DECREASE reported a 90% relative
risk reduction in the combined end-
point of postoperative cardiac death
and nonfatal myocardial infarction
(MI). The DECREASE study group
published several additional influential
perioperative beta-blocker trials; how-
ever, the DECREASE trials have been
discredited due to major flaws, in-
cluding the fabrication of data.3-5 (In
2011, Don Poldermans, the lead au-

POINT/COUNTERPOINT

Perioperative Beta-blockade: Where do we stand?
Paul B. Cornia, MD, and Clifford D. Packer, MD

Dr. Cornia is associate professor of medicine at the VA Puget Sound Health Care System, University of Washington
School of Medicine, and Dr. Packer is associate professor of medicine at the Louis Stokes Cleveland VA Medical
Center, Case Western Reserve University School of Medicine.

55

continued on page 14

thor of the DECREASE trials, was re-
lieved from his post at Erasmus Uni-
versity in the Netherlands for
academic misconduct.)

A number of subsequent studies
of perioperative beta-blockade in a
variety of patient populations pre-
dominantly showed no benefit. The
PeriOperative ISchemic Evaluation
(POISE) trial, involving 8,000 patients
from 190 hospitals in 23 countries,
was published in 2008. Patients with
CAD or with multiple risk factors for
it and undergoing major noncardiac
surgery were randomly assigned to
receive placebo or high-dose oral
and/or intravenous metoprolol succi-
nate immediately before and contin-
ued after surgery.6 The primary
composite outcome of cardiovascular
death, nonfatal MI, or nonfatal car-
diac arrest was decreased by meto-
prolol succinate. However, this
benefit was offset by an increased
risk of stroke and all-cause mortality.
Subsequent meta-analyses,7 exclud-
ing the DECREASE trials and domi-
nated by the POISE trial, have
reported similar findings.

Most recently, a propensity-
matched retrospective cohort study
using the Veterans Health Adminis-
tration databases was conducted.8

Patients “exposed” to beta-blockers
(i.e. received beta-blockers on post-
operative day 0 or 1) after noncardiac
nonvascular surgery were found to
have reduced overall mortality and
cardiac morbidity without an in-
creased risk of stroke; for uncertain
reasons, no difference was observed
in vascular surgery patients. Most pa-
tients with beta-blocker “exposure”
were receiving long-term beta-
blocker therapy; however, similar out-
comes were observed when the
beta-blocker was initiated within 30
days of surgery. There were insuffi-
cient data to assess outcomes when

a beta-blocker was started within
seven days of surgery.

“Con” Opinion (Paul B. Cornia)
When I began practicing periopera-
tive medicine 12 years ago, the use
of perioperative beta-blockers for pro-
phylactic purposes (i.e., started prior
to surgery to reduce the risk of post-
operative cardiac events, including
death) was fairly common. Beta-
blockers are well known to be bene-
ficial in a variety of settings such as
acute myocardial infarction and for
the first few years after, heart failure
with reduced left ventricular ejection
fraction, and the treatment of angina.
Additionally, beta-blockers have been
in clinical use for several decades
and are generally well tolerated by
patients. The long positive track
record of beta-blockers almost cer-
tainly aided in the rapid uptake of use
in the perioperative setting. In retro-
spect, however, it remains surprising
to me how quickly and widespread
this practice became based on the
two small studies in the late 1990s.

The recently released American
College of Cardiology/American Heart
Association Perioperative Guideline9

contains several class IIb recommen-
dations (i.e. benefit greater than or
equal to risk) for prophylactic periop-
erative beta-blockade, including for
patients with intermediate- or high-
risk preoperative tests (e.g. cardiac
stress tests) or those with at least
three points using the Revised Car-
diac Risk Index. However, others
have argued strongly that prophylac-
tic beta-blockade should not be rec-
ommended, and I agree with this.10

Based on the results of the POISE
trial, the practice guideline further
stipulates that if a beta-blocker is
started prior to surgery, it should be
done more than one day before



In 1996, the general internal medi-cine (GIM) family welcomed a new
member: the hospitalist. Like many
older siblings, GIM physicians in
academic medicine were excited
and scared. Who was this new crea-
ture in our midst? Would he/she be
our friend? Would we share best
practices, increase efficiencies, build
collaborations, and improve patient
care, thus strengthening the posi-
tion of GIM in the academic medical
center? Or would our new family
member create competitions among
us, rob us of our authority, and di-
minish our leadership in academic
departments? How would this new
model affect the physician-patient
relationship? What about research
dollars and reimbursements? Would
our increased efficiencies be prof-
itable for the whole enterprise, or
would we witness the development
of a two-class system within GIM?

In retrospect, these concerns
seem far away. Our sibling has
grown into a strong, independent,
competent, respected member of
the family. We are proud of the suc-
cess of the hospitalists among us
and grateful for the collaboration,
leadership, and service they provide
to our divisions. The hospitalist is a
partner to those whose career focus
is ambulatory care and an ally for
the teaching and service functions
of GIM divisions everywhere.

Academic medical centers and
community hospitals have each
adapted the hospitalist service

at our VA. The EHR has allowed
physicians in ambulatory practice
unlimited access to the daily
progress of our inpatients. We can
view discharge notes and orders in
real time and receive discharge
summaries as soon as they are
completed. Despite all this, personal
communication between hospitalists
and ambulatory clinicians is much
less frequent than before. The rapid
expansion of the hospitalist service
at our institutions has been strained
further by time constraints and ad-
ministrative pressures. Perhaps it is
a sign of the times, as we also tend
to text more and talk less with our
friends and family in this sped up
world of the Internet.

Working on this issue of Forum
has allowed me to reflect on how
far we have come and how appre-
ciative I am of the hospitalist part-
ners who contribute much to the
tripartite mission of research, educa-
tion, and clinical excellence in our
GIM divisions.

It is fitting that the 2015 SGIM
Annual Meeting, titled “Generalists
in Teams: Adding Value to Patient
Care, Research, and Education,“ will
focus on teamwork and collabora-
tions. This is an ideal time to revisit
our roles in GIM and dedicate our
energy to maintaining the bonds
that have made GIM strong.

This issue is in celebration of the
success of the hospitalist movement
and the multifaceted world of GIM.
We appreciate the partnerships we
share, our mutual dedication to ex-
cellence, and our innovative spirit. To-
gether, our GIM family will continue
to grow from strength to strength.

I would like to thank Associate
Editor Michele Fang for leading this
issue of Forum. Her insight and
experience were invaluable assets,
enabling us to represent the broad
scope of issues faced by hospitalists
today. SGIM

model to suit the needs of their indi-
vidual institutions. The reach of the
hospitalist has been broad, impact-
ing initiatives that include quality im-
provement, patient safety, and
health care system redesign as well
as development of best practice
models. The rapid adoption of this
model of care has led in some in-
stances to strong collaborations and
in others to parallel systems of care
with limited interactions.

Looking back to 1996, as clini-
cian-educators in the faculty practice
at University Hospitals of Cleveland,
we all knew the first hospitalists in
our program. Rick and Jeff were
graduates of our residency program,
and Teji was one of us (an experi-
enced clinician-educator). In an era
of handwritten medical records and
dictated discharge summaries that
took more than a week to be
processed, we spoke almost daily.
Handoffs were in person or over the
telephone. Follow-up appointments
were scheduled by the appointment
clerk in our office and relayed to the
patient on a handwritten slip of
paper. With no electronic health
record (EHR), text paging, or text
messaging, we nonetheless stayed
in touch with our patients and man-
aged our referrals. We developed
strong collaborations, mutual re-
spect, and a sense of shared pur-
pose with excellence in patient care
at its core.

We now have 22 hospitalists at
University Hospitals and another 16
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FROM THE EDITOR

Celebrating the Successes We Share
Karen R. Horowitz, MD

The hospitalist is a partner to those whose

career focus is ambulatory care and an ally for the

teaching and service functions of GIM divisions

everywhere.



Physicians strive to improve the
health of their patients every day;

however, some of the changes
needed for patients to achieve better
health, as opposed to the traditional
focus on the physician-patient dyad,
involve changes in the physician-
health care system relationship.
Physicians must know how to navi-
gate the system and have the ability
to change the system to ultimately
improve the care of their patients.
Hospitalists naturally have a vested
interest in changing the health care
system to improve patient care, de-
crease medical errors, and improve
working conditions. Clinicians inter-
ested in making the health care sys-
tem more efficient and effective face
many challenges including the sever-
ity and complexity of a patient’s ill-
ness, the rapid pace of clinical care,
and the multiple competing and inter-
dependent systems of health care
delivery in which they work.

Hospitalists provide a unique in-
sight into hospital operations. They
fulfill many roles within the system-
from frontline worker to physician
leader. In their day-to-day practice,
they implement safety and quality
processes such as handoffs, med-
ication reconciliations, and infection
control procedures. Part of the
unique perspective hospitalists may
provide comes from their ability to
build collaborations that integrate
the needs of frontline workers and
senior administrators. Furthermore,
when new quality improvement (QI)
initiatives are proposed, hospitalists
can provide immediate feedback on
how such initiatives will affect the
daily workflow of those directly de-
livering patient care. As a conse-
quence of their unique perspective,
hospitalists are enlisted to serve in
leadership roles at many institutions.
These leadership positions include
oversight of QI or patient safety pro-

tems for data collection, absence of
a cohesive supportive team, and
poor alignment with institutional and
departmental goals.

Many solutions are available to
overcome these barriers. First, multi-
ple training opportunities exist for QI.
These include online courses (Insti-
tute for Healthcare Improvement
(IHI) Open School, SHM Hospital
Quality and Patient Safety), national
conferences (SGIM Academic Hospi-
talist Academy), local training (Asso-
ciation of American Medical Colleges
Teaching for Quality), longer training
programs (Association of Clinical
Leaders in General Internal Medicine
LEAD, IHI Improvement Advisor Pro-
fessional Development Program), pa-
tient safety and quality fellowships,
and practice-improvement opportuni-
ties (American College of Physicians
Quality Connect, American Board of
Internal Medicine Performance Im-
provement Modules). Residency pro-
grams that offer hospitalist tracks
strongly incorporate quality and
safety into the curriculum as well. As
QI is increasingly being taught in
medical school and residency, an in-
creasing number of physicians will
be equipped with this knowledge
from the start of their careers.

Just as having a strong inpatient
team is critical to care for patients,
having a strong knowledgeable team
is critical for QI projects. A multidisci-
plinary team is better equipped to
handle complex problems because
team members understand the vari-
ous stakeholders and workflow
processes that contribute to a prob-
lem. Hospitalists can align with pre-
formed teams to serve as subject
matter or process experts. Before
joining a project, the physician should
know what the project requires from
him/her, including the time commit-
ment for meetings, data collection,

grams and service as physician
champions for QI projects.

Hospitalists undoubtedly bring
value through clinical work but can
also add value through non-clinical
activities like QI, patient safety,
health information technology, com-
mittee service, and utilization
review.1 As health care systems
focus on accountability for clinical
outcomes, the hospitalist group will
be expected to develop, implement,
and sustain quality initiatives.2 The
Society of Hospital Medicine (SHM)
lists “quality improvement” as a core
hospitalist competency.3 Basic QI
skills include defining structure,
process, and outcome measures; se-
lecting stakeholders; describing the
institution’s organizational structure;
and defining the QI methods and in-
frastructure used at the institution.4

Examples of hospitalist-led initiatives
that have been successful include
improvements in transitions of care,
glycemic control, and venous throm-
boembolism prevention.5

Physicians often face many barri-
ers when initiating QI projects.
Some practicing physicians may lack
knowledge about quality improve-
ment methodologies. Even if they
see a system in need of change,
they may not have the skills to exe-
cute a QI project effectively.6 Con-
versely, other hospitalists may be
suffering from “QI fatigue” since
the same handful of physicians are
constantly being asked to help on
projects. Often, hospitalists receive
no compensation or support for
these projects. Moreover, if a hospi-
talist’s primary compensation is
based on clinical productivity, little
incentive exists to participate in or
lead a project especially if it takes
time away from clinical responsibili-
ties. These professional barriers can
be compounded by systemic barri-
ers such as a lack of efficient sys-
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Jeffrey Wiese, MD, MHM, FACP, is
currently professor of medicine at

Tulane University School of Medicine
where he serves as director of the
Internal Medicine Residency Pro-
gram, senior associate dean for Grad-
uate Medical Education, and chief of
the Charity Hospital Medical Service.
He is past president of the Society of
Hospital Medicine (SHM) and cur-
rently serves as faculty for the Acad-
emic Hospitalist Academy (AHA).

Where are you from? What was
life like growing up?
Oklahoma. I love Oklahoma, and I love
the work ethic of Oklahomans. I grew
up on a farm squarely in the middle of
nowhere. Life on a farm was tough. I
suppose the biggest lesson I learned
on a farm was to never ask the ques-
tion, “Do I want to do this?” before
doing a job. If the fence had to be
fixed, you just did it because if you
didn’t, you knew there was going to
be even more work waiting for you on
the other side. I see lots of parallels in
clinical medicine.

What brought you to New
Orleans?
The somatic reason was to build a
hospitalist program at Charity Hospi-
tal. At that time, there were very few
organized hospitalist programs and
even fewer at urban safety net hospi-
tals, so it was a great opportunity.
The visceral reason, though, was
simply because I wanted to make a
difference. And that’s what we did,
and I think that’s what we still do
here. It’s why I’m still here.

Why did you choose medical
education as a focus of your
career?
Well, like so many of us, I went into
medicine because I thought it was
the best way for me to change the
world for the better. But given the
skills that I did have, medical educa-

physician, the hospitalist, the nurse,
the resident, the clerk, the janitor,
and on and on. One big team, and I
love that.

Hospital medicine has the poten-
tial to be exceptional for patient care.
Hospitalists are not dual-tasked with
trying to be in clinic and in the hospi-
tal at the same time, and that allows
them to be more accessible to their
patients. But for the model to work,
the hospitalists do have to be there
both physically and mentally. I worry
that improperly designed hospitalist
models, especially without good
leadership, run the risk of devolving
into ER shifts up on the wards. There
has to be continuity of care both
within the hospital stay and at the
time of discharge, and neither is as
easy as it seems. This is the reason
why the work SGIM and SHM [Soci-
ety of Hospital Medicine] are doing
together—at the academic hospitalist
academy and at the annual meet-
ings—is so important.

You said in your book Teaching in
the Hospital that since hospital
medicine has a demanding fast
pace, to be an effective teacher
requires planning. What tips can
you offer for being successful as
an inpatient teaching attending
physician?
Too much to say with the time we
have here. It’s all in the book, but
here are a few tips. The biggest
mistake I see new attendings make
is not investing enough time up
front in setting expectations for the
team. If you do not have enough
time to devote to expectations, you
definitely do not have time to fix the
mistakes that are about to happen
on that team. Second, while you do
have to see every patient every day,
you do not have to see every patient
with the team every day. I see a
few patients in greater depth with

tion seemed like a way I could make
an exponential difference in the
world. If I am coaching [residents] in
the right way, then the lives of all
successive patients for whom my
students provide care are improved.
That’s meaningful to me.

Tell us about a career
accomplishment that is important
to you.
It’s funny, isn’t it? Every career ac-
complishment seems like the
biggest thing ever until you accom-
plish it; then it starts to fade. Carse’s
Finite and Infinite Games was a very
meaningful, indeed, life-changing
book for me. Most “career accom-
plishments” are the end product of
the finite game—the “honors”
grades, publications, grants, awards,
RVU benchmarks, etc. There is cer-
tainly nothing wrong with winning fi-
nite games because in academic
medicine, if you don’t, then you don’t
get to keep playing. And I’ve won my
share. But I think the important thing
is to never let the finite games com-
promise the infinite game—the latter
being the investments you make in
people along the way since even
after all of the finite games are done,
it is the people who persist.

So what am I most proud of? It’s
that so many people that I have
coached have gone on to do such
great things… doing not only well,
but doing good, in this world. I think I
am up to at least 15 past residents
who are now clerkship directors or
program directors, and I’m pretty ex-
cited about that. Hopefully I’ve in-
spired that same “measure of
success” in them.

What do you love about hospital
medicine? What do you see as an
academic hospitalist’s biggest
challenges?
My favorite part is that it is about
teams. The patient, the primary care
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The SGIM Academic Hospitalist
Task Force (AHTF) was created in

2006 as a joint effort between SGIM
and the Association of Chiefs and
Leaders of General Internal Medicine
(ACLGIM) to establish a professional
home for academic hospitalists
within SGIM. The AHTF is dedicated
to promoting scholarly activity and
career development opportunities in
education, research, patient care, and
leadership in hospital medicine by
providing the necessary tools for
hospitalists to succeed in academia.

The AHTF is currently composed
of 17 members. New members are
always welcome. We are a group of
academic hospitalists with varied in-
terests and backgrounds—represent-
ing all SGIM regions—who share a
passion for medical education, re-
search, and leadership within the
niche of hospital medicine. We con-
duct monthly conference calls during
which we discuss ongoing projects
and areas to be developed or im-
proved in hospital medicine.

The task force has participated in
many initiatives—some in coordina-
tion with other societies such as the
Society of Hospital Medicine (SHM).
Since 2009, the SGIM AHTF has
proudly collaborated with SHM and
ACLGIM in presenting the Annual
Academic Hospitalist Academy
(AHA). The goal of the AHA is to sup-
port the career development of junior
academic hospitalists as educational
leaders in their institutions; assist
with the design, progress, and output

clude the Hospitalist Quality Portfolio
(created by a group led by Benjamin
Taylor, MD), which addresses a way
to better document the work and ac-
complishments of hospitalists in-
volved in QI; the Academic
Hospitalists Promotion Survey, which
reflects promotion data on academic
hospitalists collected by a subgroup
of the AHTF; Updates in Hospital
Medicine slides since 2010; a guide
to journal venues for clinician-educa-
tors and for safety and QI work; and
a description of hospital medicine
sessions at annual meetings.

Our future projects include sub-
jects that are both familiar and chal-
lenging involving patient flow, patient
satisfaction, hospital management,
health care finance, defining core
competencies for academic hospital-
ists, and work-life balance. We en-
courage passionate hospitalists to
get involved and participate in the
evolution and progress of our young
specialty.

The future opportunities for acad-
emic hospitalists are numerous.
Please join us at the 38th SGIM An-
nual Meeting in Toronto on April 23 at
8 am for the Academic Hospitalist In-
terest Group meeting, or participate
in the American Board of Internal
Medicine Medical Knowledge Mod-
ule in Hospital Medicine on April 25
at 11 am. The annual meeting sched-
ule is available at http://connect.sgim.
org/annualmeeting/programming/
schedule. You can follow the AHTF in
GIM connect (Academic Hospitalists)
where we will be posting a summary
of hospital medicine sessions at the
annual meeting. If you are a junior
academician, consider joining the
2015 AHA. Furthermore, if you are
interested in joining the AHTF, please
visit the SGIM volunteer center for
available task force volunteer oppor-
tunities or contact any of us through
the SGIM website. We would love to
hear from you!

SGIM

of scholarly work; enhance aware-
ness of quality improvement (QI) and
patient safety initiatives; and support
academic promotion of attendees.

The SuCcesful Hospitalist in Acad-
emics and Research (SCHOLAR) pro-
ject was initiated by the AHTF and
was completed in collaboration with
the Academic and Research Task
Force of SHM. The goal of this pro-
ject was to understand the elements
required for successful academic hos-
pital medicine programs. Successful
programs were identified based on
grant funding, research presentations
at SHM or SGIM national meetings,
and the proportion of faculty who had
been promoted. Leaders of these
programs were surveyed, and results
were presented at the SGIM 37th
Annual Meeting.

Other projects in different stages
of development relevant to academic
hospital medicine include the Hous-
estaff Oversight Project, which seeks
to examine ways in which hospital
medicine programs are responding to
new ACGME requirements for resi-
dent supervision, and the Jobs of
Academic Hospitalists, Clinicians, and
Teachers in University Programs
(JACT-UP) project, which aims to clar-
ify the roles of clinical and academic
hospitalists and to understand similar-
ities or differences between them.

We strive to provide academic
hospitalists with resources relevant
to their practice and professional
growth. These resources are avail-
able on the AHTF website and in-
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and presentations. If a project does
not align with personal and profes-
sional goals or if the time commit-
ment is excessive, declining to
participate is perfectly acceptable.

QI can be amazingly rewarding or
intensely frustrating. If a change in the
system leads to an improvement,
thousands of patients can have better,
safer care. But creating the institu-
tional motivation and cultural change
needed is difficult and time-consum-
ing. At times a QI team may need a
boost. Finding a patient story related
to the QI project can remind the team
members about the importance of
their project. A brainstorming session
for change ideas or a field trip to the
inpatient ward can break up the typi-
cal meeting and create some excite-
ment. Emphasizing improvement in a
process measure or a successful plan-
do-study-act cycle enables the team
to focus on small wins and maintain
motivation. Creating a timeline with

promise of hospital medicine:
tailoring internal medicine training
to address hospitalists’ needs. J
Gen Intern Med 2008;
23(7):1110-5.

3. Pistoria M, Amin A, Dressler D,
et al. Core competencies in
hospital medicine. J Hosp Med
2006; 1(S1):92.

4. O’Leary KJ, et al. Hospital quality
and patient safety competencies:
development, description, and
recommendations for use. J
Hosp Med 2011; 6(9):530-6.

5. Society of Hospital Medicine.
Available at http://www.
hospitalmedicine.org/Web/
Quality___Innovation/Signature_
Programs/eQUIPS/eQUIPS_
Programs.aspx.

6. Plauth WH, et al. Hospitalists’
perceptions of their residency
training needs: results of a
national survey. Am J Med 2001;
111(3):247-54. SGIM

specific action items is useful to keep
everyone on track.

Over the last decade, the hospital-
ist movement and the patient safety
and quality movements have each
grown tremendously. Hospitalists
have demonstrated that they can ef-
fectively lead QI initiatives. Hospitals
need to evaluate how they can incor-
porate hospitalists into safety and
quality initiatives and ease barriers
such as time and compensation for
these activities. Hospitalists are nat-
ural partners for QI projects, and their
involvement can result in greater pro-
fessional satisfaction and safer, more
effective care for patients.
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the team each day, reserving the re-
mainder to be seen alone. I find
great “intel” when I go around in
the afternoon/evening and see pa-
tients on my own. I can talk to the
nurses and patients about how the
residency team is providing care,
and that’s pretty insightful. Third, I
lab-spy. Spying on the EMR [elec-
tronic medical record] allows me to
learn about them ahead of time,
which in turn allows me to time-
manage my rounds, spend more
time on rounds coaching the resi-
dents, and assess where they are
on their milestones. And it allows
me to quickly read up on something
in the morning and then drop the
line on rounds, “Well, I don’t know
much about sarcoid, but here’s what
I remember” followed, of course, by
a full discourse on sarcoid. And
when the team says, “Wow, how
did you know that?” I can say,
“Well, because I’m a doctor.”

IN CONVERSATION: PART II
continued from page 8

What piece of advice regarding
leadership do you wish you had
known 15 years ago?
Well, probably all of it. It’s been a
school of hard knocks in learning
those lessons. I’ve made a ton of
mistakes along the way. But if I had
to choose a few:

1. Leadership is the art of persua-
sion, not debate. The only person
to change a person’s mind is that
person. But because the same
minds that created the problem
cannot be the ones to change
it—if you want to lead change—
leadership becomes the art of
getting people to change their
minds, and that takes patience.

2. The art of leadership is not just
knowing how but the knack for
knowing when. There is a right
time for everything. The best idea
at the wrong time is destined to
fail.

3. You have to find your sincerity,
whatever that might be. Caryle
spoke to it in Of Heroes and
Great Men (sic) … great
leadership begins by cultivating
sincerity in everything you do.
People will follow the sincere
leader because they know
where to find her. The lack of
sincerity is the reason, if you ask
me, that you see so many
leaders fail these days.

4. Great institutions are comprised
of people, not name brands or
bricks and mortar. I love Covey’s
“emotional bank account”
metaphor. The more you
genuinely invest in the people
on your team, the more loyal
they will be to the team. Once
you’ve build that, then bring us
what you got—Katrina or
otherwise. The team will
overcome it.

SGIM
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equal service model facilitates
throughput from the emergency de-
partment (ED), which can improve
patient satisfaction, and reduces dis-
agreements about patient service as-
signment from the ED. In this model,
patients and faculty are less likely to
perceive two care standards, and ad-
mitting faculty are less likely to adopt
service preferences that could fur-
ther complicate patient flow.

Nonteaching services that care
for specific patient populations (e.g.
low-risk chest pain or observation
units) are important to hospitals and
are also valuable partners to a resi-
dency program. Nonteaching ser-
vices in this model facilitate patient
flow from the ED to the wards; pro-
mote efficient management of rou-
tine clinical conditions; and have the
potential to increase patient satisfac-
tion, improve clinical outcomes, and
decrease costs. Cases of particular
educational value can still be admit-
ted to the teaching service so that
trainees have opportunities to see
rare diseases and interesting presen-
tations of common diseases.

Hospitalists commonly serve as
teachers for residents6 and are highly
rated for teaching by residents.7 Hos-
pitalists are also ideal faculty to staff
nonteaching services in teaching
hospitals. Common staffing models
include hospitalists delivering care di-
rectly or doing so in conjunction with
mid-level providers such as physician
assistants or nurse practitioners.
Training of mid-levels must keep
pace with any expansion of a non-
teaching service. No matter what the
model, clearly defined expectations
and support from department of
medicine leaders are key to the suc-
cess of hospitalist services.

Many hospital medicine groups
require a faculty member to spend
time working on both the teaching
and nonteaching services. Some
hospitalists prefer to work exclu-
sively on either a nonteaching or
teaching service, although many
hospital medicine group directors
find it difficult or impractical to
maintain separate faculty cohorts.
Hospitalists who were hired before

the start of a nonteaching service
may be dissatisfied with working on
that service, feeling that it “isn’t
what they signed up for.” The first-
hand knowledge of hospital care de-
livery systems gained from working
on a nonteaching service can im-
prove hospitalists’ ability to super-
vise and evaluate residents on the
teaching service. Having recent
graduates work first on a nonteach-
ing service can give them time to
adjust to the clinical and administra-
tive responsibilities of being an at-
tending physician before they take
on teaching duties. The continued
participation of faculty on the teach-
ing service must be approved by
the residency program director and
based on evaluation data.8

If the admitting capacity or the
coverage footprint of a nonteaching
service is decreased, patient volume
on the teaching service may rise,
upset the balance between service
and education, and jeopardize pa-
tient safety. Interruptions in the func-
tioning of a nonteaching service
during busy admitting hours is a
source of resident dissatisfaction—
an unfortunately ironic situation as
nonteaching services are often in
place to protect residents. If hospi-
talists working on the teaching ser-
vice are required to simultaneously
cover nonteaching duties, this will
impair their ability to teach and su-
pervise residents and medical stu-
dents. The negative impact of
staffing shortages will be more pro-
nounced on off hours when cover-
age is often thinner to start with.

Hospitalists who are trained to
perform—and bill for—procedures
are an increasingly common solu-
tion, with 33% of adult hospital
medicine groups reporting that they
routinely provide procedural
service.1

In conclusion, with thoughtful
design and appropriate support,
nonteaching services staffed by
hospitalists can help achieve institu-
tional and residency program goals.
The value nonteaching services can
add to education and patient care
will be best realized through an on-

going partnership between hospital
leadership, hospital medicine divi-
sion chiefs, and residency program
directors.
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Even in 1996, you described the
concept of value, which you had
defined as the quality of care
divided by its cost. Do you think
this concept of value has changed
at all?
Yes, it has. Throughout my career,
my touchstone has been that, ulti-
mately, the health care system will
be driven to providing high-value
care. And value is generally defined
as the thing that people want divided
by the resources that it takes to de-
liver that thing. Calculating the re-
sources is relatively straightforward.
That is generally articulated in cost,
though in medicine it gets compli-
cated because the question is whose
cost or money is it—the patient’s or
the insurance company’s.

The numerator is even more
complicated. Different patients will
have different ideas of what they
care about, and so to me the value
equation includes evidence-based
practice (what we think of as quality),
access to the right kind of providers
and systems, IT [information technol-
ogy] safety, and the patient’s experi-
ence. And, at an academic
institution, it includes the trainee’s
experience as well. Things get pretty
complicated, in that different people
will assign different values for each
of those parts of the numerator. The
question becomes, “Who wins?”
The right answer, of course, should
be the patient, but two different pa-
tients might have two different
views of this.

How do you think that hospitalists
can help with high-value care?
We founded the field on the premise
that we would all be driven to pro-
vide the highest value care. But
when I first made that argument in
1996, the pressure to provide high-
value care was pretty wimpy. The
best hospital and the worst hospital
got paid the same. Nobody knew
who was providing safe care or
whose patients were having a good
experience—so it was all quite theo-
retical. And when you can’t measure
the numerator, then you pay a lot of
attention to the denominator. And so

IN CONVERSATION: PART I
continued from page 1

in the early days, the focus of hospi-
talists was, to a large extent, on cut-
ting costs. There was a lot of
pressure on efficiency, and one of
the reasons that hospitalists grew so
rapidly was the demonstration that
having hospitalists in the building, as
compared to either primary care doc-
tors or traditional academic ward at-
tendings, decreased hospital costs
and lengths of stay.

That is all changed now, and
today the way hospitalists think about
value is really the way most people
think about value. The numerator is
quality, which is being measured in
terms of evidence-based practice. Pa-
tient experience is being measured
through HCAHPS [Hospital Consumer
Assessment of Healthcare Providers
and Systems] and other surveys. And
all those measurements are being
translated into public reporting and
differential payments.

Where I think things get a little bit
dicey is when there are really impor-
tant variables that are not being mea-
sured. And then you have to decide
whether to simply play to the test
and just do well on the things that
are being measured or try to do the
right thing regardless of what is
being measured. And that’s a test of
one’s ethical compass.

For example, in terms of patient
safety, we know how to measure
central line infections and falls, but
we have no idea how to measure di-
agnostic errors. So the dominant in-
centives would have us think a lot
about hand hygiene, which is fine,
and preventing central line infections,
which is fine too, but no time focus-
ing on getting the diagnosis right.
That’s not fine, particularly when diag-
nostic errors are as important a safety
hazard as these other measures.

Now that the field is established,
hospitalists are getting older too,
and some are showing signs of
burnout and changing careers. Do
you have any feelings on the
seven days on and seven days off
schedule?
I personally don’t love seven days
on and seven days off as the domi-

nant schedule for hospitalists. I think
it evolved because, in the beginning,
the field mostly involved young peo-
ple. It became very popular and, for
many hospitalists, it was seen as a
nice schedule—particularly if you’re
coming right out of residency. The
problem, of course, is that the field
has matured and that we’ve all got-
ten older. The average age of hospi-
talists is no longer 36; it’s now in
the early 40s. There are now even
some 50-, even 60-, year-old hospi-
talists. For them, a seven-on-seven-
off schedule really doesn’t work
very well.

Also, in order to make things
work out economically with a seven-
on-seven-off schedule, you have to
work your tail off—you really have to
be running around all day long on the
days you’re in the hospital. Again,
that’s no big deal if you are two
years out from residency. But it’s a
very big deal if you are 20 years out
from residency. So personally I think
that embracing this as the core
schedule was a tactical error, but it
certainly helped the field grow, and
it’s very popular. If you say, “We’re
not doing seven on, seven off,” it
can be hard to staff your program.

I think people will realize that it
is not a sustainable model, and
we’ll move toward something that
might be five days in a row on then
two to three days off, or something
like that—the advantage being if
you don’t have to stuff all the work
into seven days, you can actually
have a lower patient load, slightly
lower intensity, and still have
enough time to catch your breath
between your shifts. Overall, I think
that will turn out to be a more sus-
tainable schedule.

Any tips for young hospitalists
who are interested in academics
or moving up in the field?
Sure. At UCSF, we have felt very
strongly that if you are in an acade-
mic setting you need to find a special
niche—an area of specialization.
That’s a little tricky to talk about with
a generalist physician—as most hos-
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for successful academic hospitalist
programs. Over the past several
years, the SGIM annual meeting
committees created submission
tracks on hospital medicine as a
specific venue to present scholarly
work.

The original SGIM founders real-
ized generalist leadership was criti-
cal to establishing academic GIM,
and the long-term success of hospi-
talists at academic institutions has
required that they have leadership
roles both locally and nationally.
Early on, SGIM assured that hospi-
talist leaders were represented on
SGIM Council and the ACLGIM
executive committee. At acade-
mic medical centers, hospitalist
leadership career paths have be-
come more diverse. The role of
chief medical officer and hospital
CEO are potential career goals in
addition to the traditional leader-
ship roles in departments of
medicine and the dean’s office.
The ACLGIM LEAD program sup-
ports the development of general
internal medicine leaders and is
another opportunity for academic
hospitalists to develop leadership
skills critical to their career
success.

So what should SGIM do next
in supporting academic hospitalist
careers? Clearly supporting schol-
arly work and career advance-
ment of hospitalist and outpatient
clinician-educators is a fundamen-
tal goal of SGIM. To take advan-
tage of the broad SGIM
membership, where can hospital-
ists and outpatient generalists in-
tersect and synergize
academically? The techniques of
measuring and improving quality
of care and patient safety, so long
a major focus for hospitalists, are
now increasingly needed by out-
patient generalists. Safe care tran-
sition is another developing
partnership, as is the physician
role within inter-professional
teams managing complex popula-
tions. As more challenges evolve,
SGIM will continue to develop
mechanisms to support faculty

hospitalist career advancement be-
cause, as Yogi Berra was purported
to say, “It’s like déjà vu all over
again.”

Acknowledgement: Thank you to
Kay Ovington for the SGIM timeline.
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surgery (class IIb recommendation)
and not on the day of surgery (class
III recommendations [harm]).

Given the problems with the DE-
CREASE trials, these results should be
excluded from clinical decision mak-
ing. Presently, the best available ran-
domized controlled trial (RCT) data (i.e.
POISE) show increased mortality and
stroke with prophylactic perioperative
beta-blockade. As part of the recently
released ACC/AHA clinical practice
guidelines, an independent scientific
review of perioperative beta-blocker
RCT data was conducted. Among the
RCTs included, non-fatal MI was re-
duced; however, stroke and overall
mortality were increased. Importantly,
the results were qualitatively un-
changed even when the POISE trial
was excluded. All trials (excluding DE-
CREASE) initiated beta-blockade at
least one day prior to surgery.

So where do we stand? It is criti-
cal to bear in mind the context of this

POINT/COUNTERPOINT
continued from page 5

discussion—that is, perioperative
therapy (beta-blockade) purely for pro-
phylactic purposes. It is essential that
the benefit of a prophylactic treat-
ment clearly outweighs the risk. The
available evidence shows real harm
(i.e. increased overall mortality and
stroke) when beta-blockers are
started at least one day prior to
surgery. Concerns about the dosing
regimen used in the POISE trial (i.e.
high dose and started immediately
prior to surgery) have led many to
question the results. I agree with the
conclusion of the ACC scientific re-
view that “multicenter RCTs are
needed to address this knowledge
gap.” Until we have data that confirm
that an alternative regimen of prophy-
lactic perioperative beta-blockade
started prior to surgery (e.g. started
days to weeks prior to surgery, possi-
bly with dose titration) is both safe
and effective, I do not believe that it
should be recommended.

“Pro Opinion” (Clifford D. Packer)
There is ample evidence that peri-
operative beta-blockers reduce
rates of MI and cardiac mortality in
high-risk patients. The physiologic
plausibility of the benefit is clear—
beta-blockers reduce cate-
cholamine levels, heart rate, and
myocardial oxygen demand and
have been shown to reduce rates
of troponin leak and ECG evidence
of ischemia in the perioperative pe-
riod.11 Most of the perioperative
beta-blocker trials, including POISE,
have shown substantial reductions
in both fatal MI and non-fatal car-
diac complications. There are two
major quandaries, however, that
have led to uncertainty about the
utility of perioperative beta-block-
ers: the Poldermans scandal and
the findings of increased stroke
risk and increased overall mortality
in the POISE trial.

as a liver transplant, than it is at a
community hospital. Many of these
patients require prolonged inpatient
care for hemodialysis, aggressive
rehabilitation, and postoperative re-
covery monitoring. In an integrated
model, care can easily be transi-
tioned from faculty at the quater-
nary center to those in the
community setting closer to the pa-
tient’s home. Furthermore, it allows
for the integration of technology,
like telemedicine and team-devel-
oped care protocols, to improve the
quality of care in the community.
UCLA is actively exploring such
cost-saving initiatives in which our
community faculty partner with
their colleagues in the academic
medical center to keep post-trans-
plant patients in a more sustainable
setting while monitoring anti-rejec-
tion status, progress of recovery,
and resolution of deconditioning.
These initiatives lead to lower-price
and higher-value care than can be

SIGN OF THE TIMES
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achieved in the academic medical
center and improve the overall care
delivered to our patients.

Integrated health systems and
population-based health management
are crucial for the future success of
academic medical centers. Institutions
accustomed to conducting research,
identifying new treatment strategies,
providing tertiary and quaternary care,
serving as referral centers for commu-
nity hospitals, and training future
physicians must now begin to evolve.
Academia is facing a future concerned
with reducing costs and finding ways
to be more productive while still re-
maining true to the academic mission.
Traditional revenue streams from
grant funding are becoming scarce,
and while philanthropy is now playing
an ever-increasing role in filling this
void, clinical revenue is by far the
most reliable source of income for
academic centers, especially when fa-
vorable contracts can be negotiated
with third-party payers. Integrating

academic centers with community
hospitals allows academia to benefit
from the throughput, infrastructure,
and quality measures championed in
the community. Community hospitals
benefit from the ease of tertiary refer-
ral services as well as the higher-cal-
iber staffing provided by the academic
health care system. Increased experi-
ence in this model of care is an in-
vestment that is worth making.
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POISE is by far the largest
prospective beta-blocker trial, and
therefore it profoundly affects the
meta-analysis results described
above. Unfortunately, POISE is a seri-
ously flawed study. In an elderly co-
hort of patients (average age 69), 100
mg extended-release metoprolol was
given two to four hours before
surgery, with no titration period. Sub-
jects were then given an additional
100 mg in the first six hours after
surgery if their heart rate was greater
than 80 and systolic blood pressure
greater than100; then an additional
200 mg was given 12 hours after the
first postoperative dose, followed by
200 mg daily. Many patients, there-
fore, received 200 to 400 mg of ex-
tended-release metoprolol in the first
24 hours. Not surprisingly, substan-
tially more patients in the treatment
group had hypotension, bradycardia,
and ischemic stroke than in the
placebo group. “Our post-hoc analy-
sis,” the authors concluded, “sug-
gests that clinically significant
hypotension, bradycardia, and stroke
explain how B-blockers increased the
risk of death in this trial.” This is true
as far as it goes; what the POISE trial
proved is that excessive doses of pe-
rioperative beta-blockers given with-
out a titration period can lead to bad
outcomes. This is a classic overtreat-
ment effect. We know that bradycar-
dia and hypotension are bad in the
perioperative period. The question is,
“Would a prospective trial with low
initial dosing and careful dose titra-
tion over more than one week (so
that bradycardia and hypotension
were avoided or minimized) reduce
both cardiac and overall mortality?”

Based on all available evidence, I
think the answer is likely to be yes,
at least for high-risk patients with re-
vised cardiac risk index (RCRI)
scores of two or more. Two large
well-constructed retrospective stud-
ies by Lindenauer et al12 and London
et al.8 show remarkably similar over-
all mortality benefits for patients
with risk scores of two or more,
with the benefit increasing as the
RCRI score rises, which supports
the concept of a strong protective

POINT/COUNTERPOINT
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physiologic effect. London et al. also
showed that long-term beta-blocker
use was associated with lower rates
of adverse outcomes than with initi-
ation of treatment within a week or
less, supporting the importance of a
titration effect.

Beware of pendulum swings in
medicine. Sometimes we abandon
useful treatments too quickly on the
basis of flawed or limited evidence. I
conclude, POISE and Poldermans
notwithstanding, that the preponder-
ance of the evidence still supports
the careful use of perioperative beta-
blockers for high-risk patients. A well-
designed prospective trial, with low
starting doses and a sufficient titra-
tion period, would hopefully settle
the question.
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pitalists are—in that generalists be-
come generalists partly because they
like doing a lot of different things.

But as I look at my own group, I
think the people who are the most
satisfied are the ones who balance
their work as clinician-educators with
some other kind of work that gives
them a creative outlet and a source
of pleasure and diversity. There are
all kinds of ways to do this: I have
faculty who do this with information
technology, with global health, with
quality improvement, with patient
safety. Others do deeper dives into
medical education with medical stu-
dents or residents. The area doesn’t
seem to matter as much as simply
having a special focus that is a
source of pride and variety.

In a community setting, creating
this diversity is not as easy to do, but
I do find versions of this model where
people take on an administrative role
or run a committee. These folks seem
to have less burnout than people who
do pure practice all the time. I think
clinical practice is a terrific and impor-
tant job, and for some people it will
be more than enough for them. But
as we look to creating sustainable ca-
reers over long careers, my recom-
mendation—particularly for those in
academics—is to find a niche. To do
this, the environment is important,
too—it helps to be in a program in
which you have a little bit of time in
the schedule to do that work and the
support of the leadership. SGIM
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