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Abstract: Over the last 2 decades, there has been an increase
in acuity among hospitalized patients and patients who present
to the emergency department. As such, the role of the hospital-
ist as an inpatient medicine specialist has become increasingly
important to many health systems. More recently, subspecialties
in medicine have begun adopting the hospitalist model to care for
their inpatients. This care delivery model helps provide continuity,
potentially decreased cost and length of stay, and a better quality
of life with a more predictable schedule for hospitalists and their
outpatient colleagues. This model also aims to provide more timely
consultation for inpatients, to help improve communication among
inpatient caregiver teams, and to reduce redundant tests while also
enhancing patient satisfaction. As a primarily outpatient procedure
(and clinic)-based specialty, gastroenterology may benefit from the
hospitalist model by being able to provide highly specialized care
to acutely ill hospitalized patients with less disruption to outpatient
schedules. This article discusses the structure of the gastroenterol-
ogy hospitalist model, advantages to gastroenterologists and their
practices, and the challenges of developing and implementing this
model, as well as highlights the increasingly recognized value of
this new paradigm in gastroenterology.

he role of the hospitalist celebrated its 20th anniversary in
2016. In 1996, Wachter and Goldman first described the
novel role of an inpatient medicine specialist in an editorial
in The New England Journal of Medicine.! Although this role has
become a well-recognized mainstay in the fields of internal medicine
and pediatrics, with over 50,000 adult and 1700 pediatric hospitalist
providers across the country, a paucity of literature exists regard-
ing the gastroenterology (GI) hospitalist model.>? Over the years,
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Figure. Benefits of a GI hospitalist service.

GI, gastroenterology; QI, quality improvement.

as other specialties have begun to establish dedicated
inpatient providers, successful hospital-based models
have been described in fields such as acute care surgery,
neurology, obstetrics and gynecology, and otolaryngol-
ogy.*” The subspecialty hospitalist concept has become
so popular that multiple national societies dedicated
to hospital-based practice now exist to unify and foster
collaboration among members. To date, however, there
has been sparse literature describing the conditions nec-
essary for, or the benefits and challenges of, adopting a GI
hospitalist model in the modern GI practice. This article
discusses the advantages and challenges associated with
the GI hospitalist model and the increasingly recognized
value of this new paradigm in GI practice from a health
care systems’ perspective.

Unmet Need

Management of the hospitalized patient for a gastroen-
terologist has become increasingly challenging on several
fronts. GI is a primarily outpatient-based specialty with
a varying need for inpatient provision of care. However,
many providers still struggle to deliver high-quality inpa-
tient care without causing significant disruptions to their
scheduled outpatient procedures and clinics. For some
providers, time might be blocked in advance for inpatient
duties in day- or week-long increments while other provid-
ers may be pulled away unpredictably throughout an oth-
erwise fully booked outpatient day or week. This hybrid
of inpatient and outpatient care often causes quality of life
to suffer and can easily result in longer hours, overflowing
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inboxes, and overbooked schedules for days or weeks after
inpatient service. Time away from an outpatient panel and
procedural unit is not just disruptive to the provider, it
also causes strain on practice productivity and efficiency.
Unused endoscopy slots and unbooked clinic appoint-
ments while a provider is on inpatient service can directly
lead to access issues and financial losses for a practice.

The inpatient role itself presents its own set of chal-
lenges to the gastroenterologist. Patients have become
increasingly medically complex, with over two-thirds of
patients having 2 or more comorbidities and upwards
of 14% of the Medicare population having more than
6 comorbidities.® Time away from the inpatient service
can make it difficult to stay current with inpatient clinical
and billing practices as well as certain procedural skills. In
addition, a physician juggling outpatient clinic, patient
callbacks, and procedures while covering the inpatient
service has less availability for teaching and feedback.
At academic medical centers, this strain can negatively
impact the supervision and education of fellows, house
staff, and medical students.” The hospitalist model has the
potential to help support and promote several areas that
are evolving in modern medical practice: communication,
patient satisfaction, provider wellness, and burnout.

Potential Benefits

Learning from the success of other specialties, a shift
to a hospitalist model offers potential benefits to the
gastroenterologist, his or her practice, and the hospital
as a whole (Figure). Practices and health systems have
reported significant financial gain with transitioning to
a hospitalist model. The University of California San
Francisco reported that adopting a hospital-based general
surgeon model resulted in a 190% increase in billable
inpatient consults.? Institution of a similar model for oto-
laryngology at Louisiana State University (LSU) saw an
increase in inpatient billing codes by 128%. Importantly,
as a primarily outpatient-based procedural specialty not
dissimilar to GI, otolaryngology at LSU also had a 16%
increase in relative value units and a 100% increase in
consult codes billed by outpatient providers after initia-
tion of the hospitalist model.” Although data in general
on the GI hospitalist’s financial impact on a practice are
severely lacking, several GI private practices have pub-
lished their experiences in an article.’ These practices
reported increased hospital volumes ranging from 31% to
100%, increased inpatient procedure volumes by 2 to 7
cases daily depending on the site, increased office revenue
by 42%, and increased procedures performed at the ambu-
latory surgical center by 41%.'°

There are significant benefits to the hospital or health
system associated with the hospitalist model. Many

specialties that employ hospitalists describe reductions
in hospital length of stay.!'"* Surgical and procedural
subspecialty hospitalists have also been associated with a
reduction in overall cost of care due to a combination of
improved throughput, provider availability, and reduced
procedural complications from increased technical
experience with urgent and emergent procedures.'®
In addition, having a dedicated inpatient provider
has demonstrated benefits such as improved time to
procedures (eg, for appendectomies or urgent upper
endoscopies for gastrointestinal bleeding).*'* Hospitals
have also described benefits to quality improvement and
patient safety with the adoption of hospitalist models.
The landmark report 70 Err Is Human: Building a Safer
Health System highlighted the prevalence of medical errors
and the need for improvement across the United States."
Hospitalists have become important players in the quality
improvement and patient safety movements by standard-
izing care and assuming leadership roles within health
systems. Employment of hospitalists in obstetrics has led
to improvements in quality, such as the reduction of the
number of cesarean sections, inductions, and preterm
births.'®!” Some surgical hospitalist models have seen the
reduction of surgical complications from 21% to 12%."
Patient safety and quality improvement initiatives have
also come from the work of hospitalists, including devel-
opment of the I-PASS handoff tool, which was found to
reduce clinically significant medical errors by 38% across
7 pediatric hospitals.'®"

Having a consistent labor pool of providers familiar
with the management of acutely ill patients dedicated to
inpatient care can lead to important benefits for a practice
as well as the hospital. For the gastroenterologist, shifting
to a GI hospitalist model also strives to improve quality
of life for both the inpatient specialist and his or her
outpatient colleagues. Efficiencies and increased provider
satisfaction can be built through familiarity between pri-
mary referring providers and the GI hospitalist. Consis-
tency in teaching from a GI hospitalist model can lead to
improved trainee education.*?*?! GI hospitalists are also
well positioned to lead hospital-based quality improve-
ment and patient safety initiatives given their knowledge
of the hospital system’s shortcomings and opportunities.
This involvement in the inner workings of a hospital
allows the GI hospitalist to help his or her practice adapt
to public health crises and emergent situations, such as
the coronavirus disease 2019 crisis.

The Hospitalist Job Description
The GI hospitalist position continues to evolve and

increase in popularity nationally. Based on discussions
with GI hospitalists across the United States (personal
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communication), several common themes have emerged.
By its nature, the hospitalist role has minimal-to-no lon-
gitudinal care or patient follow-up beyond a particular
hospitalization. The patients cared for by a GI hospitalist
are typically acutely or critically ill. These patients tend to
have multiple comorbid conditions and are increasingly
older and frail. Detailed individual patient records are
often lacking, and medical decisions frequently need to
be made based on incomplete information and in a rel-
atively short period of time. As such, the GI hospitalist
must have the skills, as well as the aptitude, to successfully
manage challenging situations on a regular basis. Choos-
ing the right person for the job is just as important as
designing the role. Physicians who thrive on their ability
to successfully navigate high-intensity situations, or those
who are comfortable managing acutely ill inpatients and/
or performing procedures in a frail population, may be
well suited for such a role.

Some consideration must be given to the procedural
skill set of the GI hospitalist. All GI hospitalists should be
competent in basic upper and lower endoscopy, enteral
access, and management of GI emergencies such as var-
iceal and ulcer bleeding, food impactions, and volvulus.
As the job market becomes more saturated for advanced
endoscopists, the GI hospitalist position may be an attrac-
tive opportunity for gastroenterologists with advanced
endoscopy training.”? For some private practices, hiring
a GI hospitalist with skills in endoscopic ultrasound,
endoscopic retrograde cholangiopancreatography, and
deep enteroscopy would likely benefit the hospital and the
practice. For large academic medical centers with existing
robust and self-sufficient advanced endoscopy services,
hiring general GI hospitalists may allow advanced ser-
vices to specialize even further in novel technologies and
procedures. Therefore, understanding a practice’s needs is
essential to building a successful GI hospitalist program.

Practices may choose to employ more than 1 GI hos-
pitalist depending on the volume and needs of the inpa-
tient service. In some models, 2 or more GI hospitalists
take turns rotating on service, while others might work in
parallel (sharing inpatient responsibilities) with 1 hospi-
talist solely dedicated to seeing consults and the other col-
league performing inpatient procedures. In models where
there are fewer GI hospitalists employed or in the hospital
at any given time, there may be additional members who
make up the team or outpatient providers may lend assis-
tance by completing procedures in the afternoon session.
If service volume is high and there is a primary GI service,
there may be an additional GI hospitalist staffing patients
or there may be support from outpatient providers if the
service is a sub-subspecialty, such as inflammatory bowel
disease. Schedules also vary from system to system. Some
GI hospitalists work Monday through Friday, while

others work 1 to 2 weeks at a time, alternating with weeks
when they are off. Being on-call after hours is also highly
variable among GI hospitalists, with some models evenly
distributing it among all members of the practice. Other
models recognize the intensity and increased stress of inpa-
tient work and, as such, reduce the on-call time attributed
to the GI hospitalist. The role of the GI hospitalist should
be tailored to balance the specific hospitalist’s interests,
the needs of the individual practice, and the needs of the
institution. Some GI hospitalists have built designated
outpatient endoscopy time into their schedules. Doing so
can help the practice reduce its direct access procedure
backlog. Some GI hospitalists may choose to supervise
transition of care or fellows’ clinics, or may have other
time delegated for clinical, academic, or administrative
tasks depending on the provider’s interests.

Finally, the GI hospitalist position can be designed
to incorporate more than GI patient care. GI hospitalists
have an opportunity to lead quality improvement initia-
tives and collaborative research with other divisions and
departments. Often working closely with trainees and
advanced practice providers (APPs), GI hospitalists are
well positioned to play a role in the medical education
realm. Familiar with the inner workings of the hospital,
GI hospitalists can find themselves well suited to assume
leadership roles in administration as well. These addi-
tional potential roles within an institution may make the
GI hospitalist an attractive career pathway for graduating
fellows and junior attendings.

The Hospitalist Team

Although solo GI hospitalist positions exist, team-based
hospitalists are becoming increasingly prevalent. Schoep-
pner and Miller first outlined the team concept in 2006,
which included a GI hospitalist, an APP, and a nurse coor-
dinator.”® Depending on the practice setting (academic
vs private), number of hospitals covered, and volume of
consults and procedures, teams may vary drastically in
size. However, individuals should be chosen and teams
should be structured to allow for all members to practice
at the top of their professional abilities.

The role of trainees and APPs on a GI hospitalist
team will depend on several factors. Primary GI inpatient
services are likely to have higher numbers of trainees or
APPs when compared to consult-only services. On a
consult-only service, APPs and trainees can help support
the GI hospitalist by seeing both initial consults and fol-
low-ups, as well as by optimizing care of patients prior to
and following procedures. Optimal preparation of a sick
inpatient for an invasive endoscopic procedure can be a
challenging task. A team-based approach aims to ensure
that the patient is in the best shape to undergo sedation
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or anesthesia, appropriate consents are in place, the fam-
ily is updated, and any preprocedure laboratory or other
testing has taken place in a timely manner. This team can
also provide guidance regarding bowel preparation for
colonoscopy, which can be challenging and can lead to
canceled or suboptimal procedures, need for repeat proce-
dures, delays in care, and increased length of stay.

Members of the hospitalist team can maintain com-
munication with primary providers, patients, and their
families. Team members can assist with the transition of
care, working closely with outpatient office staff to sched-
ule follow-up appointments or procedures for patients.
These efforts can provide a healthy new source of referrals
for GI practices and can decrease clinic and outpatient
procedure no-show rates.

Key Considerations for Developing a
Hospitalist Program

Although each practice will have unique features to
consider when building a GI hospitalist system, there
are common elements that must be addressed regardless
of the practice setting. The first question is to determine
whether a GI hospitalist model is right for a practice.
A needs assessment should include examination of the
service line as a whole, critically evaluating the needs,
strengths, and deficits. This includes evaluation of on-call
structure, procedure volume and resource utilization
(both inpatient and outpatient), service volume, and
effectiveness of staffing. For academic practices, medical
education and supervision should also be considered.

Factors leading to physician burnout in the present
model should also be assessed. Once a need is identified,
obtaining buy-in will be necessary from the practice,
hospital, and/or health system, as well as any other
stakeholders, prior to implementation. A successful GI
hospitalist will need support from a team, so discussion
should include financial consideration and compensation
models for all team members, including the GI hospi-
talist, as well as possibly an APP or nurse coordinator.*
Once need is identified and support is secured, one can
proceed with shaping the specific role to fit the need and
embarking on recruitment of the right members for the
team. Future research, discussion, and consensus among
GI practitioners will be fundamental to elucidating the
components of developing successful GI hospitalist mod-
els that serve diverse practice settings.

Challenges
One of the initial challenges when conceiving a GI hos-

pitalist program involves finances. A business plan will
be needed and should make fiscal sense for all parties

involved. In certain cases, developing a GI hospitalist
program may not be financially or logistically feasible,
nor might the terms be acceptable to all parties (potential
hospitalist, partners, hospital, or health system). Further-
more, it cannot be assumed that adopting a GI hospitalist
program will necessarily translate into cost savings for
the hospital or the patient. If procedures that would have
been performed in an outpatient setting are now being
routinely performed while the patient is admitted, the
hospital length of stay may actually increase. Further
research, investigations, and surveys are required to
develop quality metrics that incentivize appropriate but
cost-conscious patient care.

Another challenge for the GI hospitalist model is mit-
igating, and ideally preventing, burnout. Unpredictable
work volumes, increased patient acuity, and complexity
of procedures (often performed in suboptimal conditions;
eg, poor bowel preparation for colonoscopy) add to the
inherent stress of the GI hospitalist position. Although
a dedicated inpatient provider may reduce strain and
improve quality of life for the rest of the practice provid-
ers, the amount and intensity of work demanded from
the GI hospitalist must be within reason for the job to be
sustainable. Careful attention to building an appropriate
job description and a supportive team may help decrease
the risk of burnout and increase hospitalist retention,
success, and satisfaction.

Another challenging characteristic of the hospitalist
model is risk of fractionation of patient care. Outpatient
providers who have already established trust with their
patients may be able to provide greater comfort and more
reassurance to their patients who become hospitalized.
These providers know best which treatments have failed
and the nuances of their patient’s medical history. They
are familiar with the individual and cultural preferences
of their patients. These benefits, however, do not nec-
essarily need to be lost in hospitalist models. Open and
active communication between the GI hospitalist and
outpatient GI providers can help address these issues
and improve patient care by developing mechanisms for
close follow-up and transfer of information upon patient
discharge.

Other challenges exist, particularly in academic set-
tings. Although a GI hospitalist model is an opportunity
for trainees to work with a consistent faculty member
who can longitudinally assess and personalize teaching,
working primarily with 1 or 2 GI hospitalists decreases
(or eliminates) exposure to other faculty in the practice,
which is not desirable from a fellowship training perspec-
tive. Rotation of nonhospitalist faculty through inpatient
service can help with this potential drawback. Continu-
ous feedback from trainees is necessary to ensure a proper
balance in their education.
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Conclusion

The role of the GI hospitalist is still evolving, and little is
known about the true number of practicing GI hospital-
ists given an overall paucity of literature on the subject.
Although GI hospitalist positions are becoming more
prevalent across the country, there has yet to be a domi-
nant model accepted. Understanding the benefits of a GI
hospitalist model and its potential advantages to gastro-
enterologists and their practices, as well as the challenges
of developing and implementing this role, may help GI
practices grow and improve. Along with other important
changes in modern practice such as transitioning to elec-
tronic medical records, adapting to disruptive technology,
and adopting telemedicine platforms, developing a GI
hospitalist program represents a practice innovation that
may likely be increasingly embraced over time and incor-
porated more meaningfully into practices nationwide,
especially as more data become available.

Disclosures
The authors have no relevant conflicts of interest to disclose.

References

1. Wachter RM, Goldman L. The emerging role of “hospitalists” in the American
health care system. N Engl ] Med. 1996;335(7):514-517.

2. Wachter RM, Goldman L. Zero to 50,000—the 20th anniversary of the hospi-
talist. N Engl ] Med. 2016;375(11):1009-1011.

3. American Academy of Pediatrics. Managing your career. Hospitalists. https:/
www.aap.org/en-us/professional-resources/practice-transformation/manag-
ing-your-career/Pages/hospitalists.aspx. Accessed April 8, 2020.

4. Maa J, Carter JT, Gosnell JE, Wachter R, Harris HW. The surgical hospitalist:
a new model for emergency surgical care. / Am Coll Surg. 2007;205(5):704-711.
5. Klein JP. The academic neurohospitalist: building a successful career and prac-
tice. Ann Neurol. 2015;78(4):515-519.

6. Messler J, Whitcomb WE A history of the hospitalist movement. Obster Gynecol
Clin North Am. 2015;42(3):419-432.

7. Allen PG, Hetzler LT, Nuss DW, Walvekar RR, Penton G, Sharbaugh E. The
hospital otolaryngologist: the Louisiana State University experience. Laryngoscope.

2018;128(8):1851-1857.

8. Lochner KA, Shoff CM. County-level variation in prevalence of multiple
chronic conditions among Medicare beneficiaries, 2012. Prev Chronic Dis. 2015;
12(1):E07.

9. Kumar NL, Perencevich ML, Trier JS. Perceptions of the inpatient training
experience: a nationwide survey of gastroenterology program directors and fellows.
Dig Dis Sci. 2017;62(10):2631-2647.

10. Overholt BE, Wagonfeld JB, Miller SL, Oblinger M. Revenue enhancement
for the practice and the endoscopic ambulatory surgery center. Gastrointest Endosc
Clin N Am. 2002;12(2):385-393.

11. Rachoin JS, Skaf ], Cerceo E, et al. The impact of hospitalists on length of stay
and costs: systematic review and meta-analysis. Am ] Manag Care. 2012;18(1):¢23-
e30.

12. Douglas VC, Scott BJ, Berg G, Freeman WD, Josephson SA. Effect of a
neurohospitalist service on outcomes at an academic medical center. Neurology.
2012;79(10):988-994.

13. SooHoo R, Owens L]. Beyond surgical call coverage reaping the benefits of a
surgical hospitalist program. Healthc Financ Manage. 2015;69(6):46-49.

14. Mahadev S, Lebwohl B, Ramirez I, et al. Mo1115 Transition to a GI hos-
pitalist system is associated with expedited upper endoscopy. Gastroenterology.
2016;150(4):S639-S640.

15. Kohn LT, Corrigan JM, Donaldson MS, eds. 7o Err Is Human: Building a Safer
Health System. Washington, DC: National Academy of Sciences; 1999.

16. Iriye BK, Huang WH, Condon J, et al. Implementation of a laborist pro-
gram and evaluation of the effect upon cesarean delivery. Am J Obstet Gynecol.
2013;209(3):251.e1-¢6.

17. Srinivas SK, Small DS, Macheras M, Hsu JY, Caldwell D, Lorch S. Evaluating
the impact of the laborist model of obstetric care on maternal and neonatal out-
comes. Am ] Obstet Gynecol. 2016;215(6):770.¢1-¢9.

18. Khan A, Spector ND, Baird JD, et al. Patient safety after implementation of a
coproduced family centered communication programme: multicenter before and
after intervention study. BMJ. 2018;363:k4764.

19. Starmer AJ, Spector ND, Srivastava R, et al; I-PASS Study Group. Changes
in medical errors after implementation of a handoff program. N Engl | Med.
2014;371(19):1803-1812.

20. Stone CD, Makarewicz E. Mo1087 Are gastroenterologists perceived as scope
monkeys? A nationwide survey of hospitalists on the quality of gastroenterology
consultations. Gastroenterology. 2015;148(4):S-601.

21. McCue B, Fagnant R, Townsend A, et al. Definitions of obstetric and gyneco-
logic hospitalists. Obster Gynecol. 2016;127(2):393-397.

22. Granato CM, Kaul V, Kothari T, Damania D, Kothari S. Career prospects
and professional landscape after advanced endoscopy fellowship training: a sur-
vey assessing graduates from 2009 to 2013. Gastrointest Endosc. 2016;84(2):266-
271.

23. Schoeppner HL, Miller SL. Developing a gastroenterology hospitalist service.
Gastrointest Endosc Clin N Am. 2006;16(4):743-750.

24. Nelson JR, Whitcomb WE Organizing a hospitalist program: an overview of
fundamental concepts. Med Clin North Am. 2002;86(4):887-909.

576 Gastroenterology & Hepatology Volume 16, Issue 11 November 2020



