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Disclaimer: SHM Members William Azchley, MD, FACR Ron Greens,
MD, Stacy Goldsholl, MD, and Mark V. Williams, MD, FACE are guot-
ed in this article. Their opinions do not veflect or represent the opinions

of SHM.

 ospital medicine may be a young field, but several major
providers have already been established. Each of chese rapidly
B growing organizations empleys dozens—aor even hundreds—of
hospl talists and is establishing or revamping hospital medicine programs
across the Unired Staces.

As these organizations grow, they are shaping hospital medicine. “1
think that what the large companies really bring to the table is a vision
of what hospital medicine is supposed to be abour: evidence-based med-
icine and other things important to the hospical,” says William Atchley:
MD, FACE, a practicing hospitalist in Hampton, Va.

This month, we examine just a few of the many large hospital med-
icine groups in order to ser the stage for this growing trend and the issues
presented by these groups. That said, here is an overview of some of the
largest national players in hospital medicine, cheir perspective on the in-
dustry, their philesophies, and dialogue about their astonishing growdi.

THE PLAYERS
Which organizations have become the nation’s largest employers of
hospitalists?

COGENT HEALTHEARE
Based in Irvine, Calif,, Cogent employs approximately 130 full-time
hospitalists, with an additional 70 who “work with us in other arrange-
ments; same are partnered with us,” says Ron Greeno, MD, FCCT, Ce-
gent chief medical officer.

Cogent was founded by four physician groups in Los Angeles
County. “We started in [ate 1997 and spent the first several years de-
veloping the model,” recalls Dr. Greeno. “In the 2000, we starred build-
ing programs for hospitals. We've seen growth of around 40% a year for
the last several years. Frankly, we started oo early; the market wasn't re-
ally ready.”

What sers Cogent aparr, says Dr. Greeno, Is its focus. “We're not
a physician practice management company,” he stresses, “Our com-
petitors’ goal is to build large, successful pracdces. We built a practice
thar’s hospital-centric. This helps the hospiral satisfy its goals.”

EfICARE
Perhaps the first of the national players to actively underrake hospi-
tal medicine, EmCare developed its first hospiialist program in 1993
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at Bayler University Medical Center (BUMC) in Texas. “[Baylor is)
still with us,” says Michael Wagner, MD, CEQ, Hospitalists Divi-
sion, EmCare.

EmCare has more than 30 years of experience with emergency
deparrment (ED) staffing, which is how it got its foot in the hospi-
talist door.

“In the late *90s, other hespital EDs talked to us” about bringing
in a hospitalist program, says Dr. Wagner. “So in each ED region, we
worked to sell [che] hespital medicine program. It didn't really take off
unti! the 2060s, when non-clients started approaching us.”

Today, EmCare employs 350 hospitalists, 240 of whom work
full-time. They provide hospiral medicine to 47 clients in 60 pro-
grams in 37 states.

EMDRY HEALTHCARE
Emery Healthcare’s Hospital Medicine Unit in Atlanta is the largest
academic hospital medicine program in the United Srares.

“We occupy five hospitals,” says Mark V. Williams, MD, FACE,
director of Emory’s Hospital Medicine Unit and ediror of the Jour
nal of Hospital Medicine, “ Thirty of our hospiralists teach ar the twa
university hospitals, and an additional eighr teach at [one of three]
community hospiral{s]. Others will reach in-service training as well.”

The two university hospitals—Emory University Hospital and
Crawford Long Hospital—are “solely staffed by Emery physicians,"
explains Dr. Williams. “A third of what we do in these settings is
teaching, and the rest is direcr care.”

The university’s hospitalist program stasted in 1999 with eighe
hospitalists; today, it employs 60. The difference with an academic
hospiralist program, explains Dr. Williams, is that “we're essentially
dealing with staffing teaching teams, teaching, and having research
components.”

iRPC-THE HOSPITALIST COMPANY

Perhaps the best-known hospitalist employer, IPC (North Holly-
wood, Calif) currently has approximately 500 full-time employed
hospitalists and 150-200 part-timers working in more than 200 fa-
cilities across 23 U.S. markers.

“We have every type of practice, including academic and small
hospitals,” says Adam D. Singer, MDD, chairman, CED, and chief
medical officer of IPC. The company was re-incorporated in 1995.
“We starved accelerating in 97, and we've been growing 30 te 50%
per year—steady growth. We're acquiring like-minded groups. We've
had 10 acquisitions in the last 24 months. All our acquisiticns have

o be high-minded, qualiy groups.”
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Dr. Reynolds admits that the PrimeDoc model is not “terribly
unique. We contract with hospitals to provide care to unassigned pa-
tients, and we solicir referrals from {primary care physicians] in the
col‘nmumf)’.

TEAMHEALTH HOSPITAL MEHCINE
Another company rhar started out providing ED services—as well as ad-
ministrative and staffing services—TeamHealth {(Wilmington, N.CJ)
now employees more than 400 bospiralists, most of whom are full-time
“employees.
“Until this past year, T think we've been = little bit of a sleeper in

that have faifed.”

INRUSTRY TRENDS
Managing 2 large number of hospital medicine programs provides these
companies with a clearer view of what's happening in the specialty as
it grows and changes. One trend that they're sceing is a sort of second
phase, where hospitals that brought in hospitalists several years ago now
seek ro improve their programs.
“In the past year, we've seen {hospitals express) more need, more
interest in a hospiral medicine management company coming in and
CONTIHUED ON PAGE 32

hospital medicing,” says Stacy Goldshell,
MD, president. “That's all changing now,
as we're aggressively pursuing the number-
one place in the marker. But we've grown
as a silent presence through our relational
reputations—basically, through word of
moeuth in the emergency departments. We
have more than 400 contracts [in emer-
gency medicine].”

The company continues to add hos-
pital medicine programs through several
methods. “We set up new programs from
SCratch, we restiuciure existing programs,
we acquire large hospital medicine
graups,” says Dr. Geldsholl, “and we apply
things that work in one model to other
models.”

GROWTH TRENDS

One feature these organizations have in
common: explosive growth. The corpora-
tions are acquiring, starting, or partnering
with a steady stream of hospital medicine
programs.

“We've more than doubled in rthe
last year,” says Dr. Goldsholl. “Our
pipeline for hospital medicine groups is
just exploding. We're trying to manage
the growth we have as well as what's com-
ing. We hape te double again in the next
two years.”

Society of Hospital Medicine

Within chat increase in programs - Best Practices in Managing a Hospital Medicine Program David J. Brailes; MD, PhD
comes another growth trend: hospiral First Natiorial Coordinator for Health
clients are asking their hospital medicine = Critical Care Medicine for the Hospitalist Informatiar: Technology
groups to take on more responsibility. .
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nitely expanding,” says Dr. Goldsholl. Getting Paid What You Deserve MD, PhD, MSHA, FAGP
"And the hospitalist's role is only going ro HCA Ghief Medical Officer ard
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dous growth coming.”

Dr, Reynolds agrees. “In 1997, we
basically provided medical care for acute
care parients,” he explains. “Now we're
providing care for surgical care padients.
We do pre-op eval{uation]s and perioper-
ative managenient. We've also seen more
demand for rapid response management,
and we're being asked tw do pre-op
eval[uation]s for outpatient surgeries.”

More hospitals are proactvely seek-
ing our these market leaders to explore
adding a new hospital medicine program.
“We're getting calls from smaller and
smaller hospirals,” says Dr. Reynolds.
“Even the smallest hospitals want to im-
plement a hospital medicine program, and
it’s difficult to provide 24-hour coverage
and have it make sense financially. But the
trend is promising: Every hospital wants
this type of service.”

UGCSE and Author of Hospial Medicing

CELEBRATING
Will these big players gobble up in- | - EN YEARS
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restructuring a struggling program or a failed program,” says Dr.
Goldsholl.

EmCare observes the same trend. “Hospitals are a loc savvier than
they were five or 10 years ago about the setup of a hospiral medicine
program,” says Dr. Wagner. “Some [hospital administrators) may be
on their second or chird program, and they know what they want. They
ask 2bout recruitment success, retention rates, your data gathering and
reporting tools, and what you do specifically to support yous phuysi-
cizns in terms of leadership, quality, and satisfaction.”

These expecrations are not simply discussed; they become part of
the contractual agreement. “Hospitals also want service deliverables
written in the contrace,” adds Dr. Wagner, “including physician per-
formance in terms of patient satisfaction, primary care physlcmn satis-
faction, JCAHO core measures, and medical staff participation.”

VWHY BiG MAY BE BETYER

A large group with an established infrastructure thar includes standards
for qualuy checles, patienc satisfaction, and so on is appealing o hospi-
tals. “Because of econemies of scale, we can offer state-of-the-art tech-
nologies, billing and collection, and infrastructure,” says Di. Singer. “We
also have the ahility 1o recruit physicians. Small groups cennoe compeie

with that.”

Another atractive feature is the history thac these groups have in

The co-fouhders, GEOs, and chairs of thie na-

what is it aciually fike to work for one of these

. who previously worked for an independent
“practice shares-his grouncdHevel perspective.
Christopher Frost, MD, is regional med-
“-ical director of Teamiealth MidSouth in Oak
Ridge, Tenn. Before joining TeamHealth six
years ago, Dr, Frost was chief resident and
worked for a-hematology/encology group as a
hospitalist. He was promdted to regional- med-
ical director three-and-a-half years ago:

TAORE TIME FOR CLINICAL WORK
Asked.about the: differences in working for a
large corporahon Dr. Frost immediately men-

i the, individual physician is tasked with recruit

1-"he points out. "TeamMsalth has a fantastic re~
cruiting team that allows the clinician to prac-
tice meclicine while the recruiter finds the ‘right
Afit" for the open position."

In. addition to saving valuable time for
physician leaders, having a central office that
handles reeruitment has an important benefit.
“TeamHealth's physician tumover is less than
half the national average,” says.Dr, Frost. “{
think this is a testament to their ability to match
the right person o the right job."

Dr, Frost also appreciates what he calls
“the depth of resources” that TeamHealth
provides, saying that this. “allows physicians
to exclusively concenlrate on providing ex-
cellent patienit care."”

: These resourees include physician edu-

proactively educates their physicians about
all that is 'sacred’ o hospital medicine,” ex-
‘plains Dr. Frost. “The nice thing is that
Teamidealth and corporations take care of
- this. You don't have to reinvent the whesl;
.you can focus onusing these [resources] to
provide quality patient care.”
‘He is impressed with the in-house: adu-
catioh 'oppc':srtcmities for physicians and for the
- greup's-leaders, *[TeamHealth] offer[s] -edu-
cational opportunltles through gulside re-
‘spurces, such as the SHM Leadership Acad-

| "own TeamHealth Institute,” says- Dr. Frost.
\3' hey also have iniltiple listservs available to

--«llew from the Hospltal Floor

tion's largest hospital medicine providers have
shared theit thoughts and perspectives. But .

-companies? Below, an empleyes-hospitalist -

‘ing, itéan detract from his or her clinical work,""

cation—quality care education as wellas ed--
ucation on coding and billing. “TeamiHealth'

"emy, as well as internal resources from our:

™

“faicilitate dynamlc; dlscussmns and shanng of
best-practices.” - -

TeamMgalth works with: partner compa-
nies:té:customize: or ‘ues ‘technofogy for their
physicians such as charge-capture- software
and listservs to'uss for clinical and leadership
discussions, “We're evenin the process of set-

Aing up our own benchmatk metncs says D,
Frost.

- Ancther strength of TeamHeaIth says Dr.
Frost, is its leadership. “Their reputation afows
them to recruit industry leaders like Stacy Gold-
shell,” he says—and so the growing organiza-
tion continiigs to build on its advantage

The restit of having these résources pro-

vicded by a corporate’ headquarers, says Dr: |

Frosy, is that “it allows physicians not fo see

: ~more pafients, necessarily, but to see patients
| tions essistance with-recruting efforts, “When

in-a More ceiifident; timely, fashion.”

CORPORATE VERSUS INDEPENDENT

Dr. Frost knows that smaller; indépendent hos-
pital medicine groups treasure their autonomy.
“With large groups, there's a fear of losing that
autonomy as the corporation takes over,” he
-says. “But TeamHealth récognizes:that each
group has its own needs-and culture,”

He explains that every TearmHealth prac-
tice and hespital has iis own:needs and cul-
tures. “We have best practices that we're will-
ing to share, but we don't have 1o," he says.
“We don't force it. TeamHealth brings best
practices o the table; then the clientfs] can
pick and choose what they need.”.

.Dr. Frost has carefiilly considered the
differénces between working for TeamHealth
and being a part of an organization like his
former employer, 'and he believes that the re-
sources his company provides.enable him
and- his hospitalist staff to provide better efin-
ical care, while supporting overalt best prac-
tices for the specialty.

"Hospital medigine is kind of-a "Field of
Dreams” phenoi-ne‘n‘on If you Build it, they
will corne,” says Dr..Frost. "And [large eord-
panies] have taken it from the back yard to
the major leagues”.

Of couirse,’ Dr. Frosts views of his em-

-ployer don’f represent those of the Rundreds |.

of gther hosprta!‘ sts who work for major hospi-
fal medicine groups. But #i's ebvious thiat he ap-
preciates his eompanys ‘support and infra-
strizcture, which aflow hifn to conicentrate-on

hits truly |mpor1ant work, And'that does, sounj .

like the major leagués. —JJ
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a relatively new field. “We have a track record of seting up success-
ful programs,” points out Dr. Reynolds. "We've already fearned from
our mistakes.”

Working for a national corporation has ies benefits, including op-
portunities for educatiort and advancement and an infrasteucture sup-
port thar can take some of the workload off 2 hospitalists shoulders. Dr.
Greeno points oue thar Cogent handles administrarive work for the physi-
cians, freeing up their time for patients.

“One guy said, Tike workmg here because ic’s the best opportuni-
ty to practice pure medicine,’ ” he says. “Qur physicians are not case man-
agers; they're not schedulers.”

And working as parc of 2 large group provides a buile-in network of
colleagues. “There’s connectivity for the tndividual hospicalist, as well as
the medical directos, o learn from other haspitalists all over the country,”
says Dt Goldsholl.

Dr. Wagner names compliance as one of EmCare’s top benefits.
“We code physician notes professionally, and the result is we have greater
than 95% compliance with Medicare. That's something a national com-
pany can bring to the table.”

Some say that a large organization may be more artractive to job
candidates. “Qur size demonstrates stability o candidates,” says Dr.
Williams. “Recruiting is 2 100%-z-year job, and this helps.”

He points out that a larper program can appeal to the hespitafists
within ic: “Another advantage to our size is that we can draw from a pool
of physicians to help out if necessary.”

Of course, physicians who work for larger companies may enjoy a
targer compensation package, which can benefit the entire specialty. “In

my expetience, when [farge compantes] have come into my area, their
salary structure is higher,” says Dr. Archley. “The result is that other
groups in the fegion have to change their salaries to be more competitive.”

THE UPSIDE 70 INDEPENDENTS
One factor thar helps hospitals decide berween bringing in a natianal
company and using 2n independent lacat group is the cost,

“[Local pmgrams] may not be as expensive as the large groups,”
says Dr. Archley. “When my hospital sent out zn REP {sequest for pro-
posal], we saw that some of our costs were much tess than what a na-
tional company” has to charge.

One major concern individual hospiralists and smaller groups
may have regarding employment in a national corporation is loss of
autonomy. Would they be expected to follow rigid rules and regulations
set forth by a distant corporation office? The leaders in those offices say
no, absclutely not.

“We actually manage down to a small practice,” says Dr. Singer.
“Concerns are chat chere will be a loss of autonomy; that's not true.”

Repardiess of which type of hospital medicine program one
prefess, having options is good for beth the hospltal and the physician.
“Competition is good,” maineins Dr. Atchley. “When these compa-
nies come in, they'll definitely provide superior infrastructure and can
track ourcomes. Homegrown hospital medicine programs should use
the same approach.”

A GLIVMPSE OF THE FUTURE

Wil all hospitalists eventually work for 2 behemoth corporation? Not
a chance, say the CEQs and CMOs of the cusrent hospital medicine
company leaders. “There are lessons to be learned from the emergency
departiment,” says Dr. Wagner. “Large companies don’t have the ma-
jotity of ED contracts. Theres only so much [large companies] can
manage before itstarts to get picked off by stmaller, younger practices
thar are more nimble and qun:k to respond.

“All the big players won't be dominant from a market-share point
of view,” he adds. “But whac they will do is set expectations for good
hespital medicine practices.”

However, the employment model for hospuahsts will continue
to change. “We're going to see existing [large] companies increase their
regional presence,” predicts Dr. Reynolds. “The hospital-dwned model
will fade away. Physicians make lousy hospital employeeg—they just
don’t fit into the hospital’s view of an employee.”

Dr. Atchley agrees with this point: “We'll probably see fewer and
fewer programs where the physician is employed by the hospital. Thars
pretty much whar the SHM surveys are showing,”

And when will the booming market for hospitalists stat to slow?

“I see [the market] growing well beyond my crystai ball,” says Dr. Singer.

“I see a soon-to-be emerging trend of hospjta]s wanting hospitalists
rather than internists. More groups are going to step up and add thae—
miake an internist into 2 subspecialist. s a new way of thinking.”

Even withour a crystal ball, feaders in hospital medicine fosecast
that the field will continue to grow and that hospitalises will become
better trained, credentialed, and accepred as a specialty—regardless of
whar type of organization they work.for. TH

Jane Jerrard writes “Career Development” and “Public Policy” for The
Hospiralist,



